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PREFACE

The Palestinian Health Sector Reform and
Development Project (Project) is a five-year
initiative funded by the United States Agency for
International Development (USAID) and designed
in close collaboration with the Palestinian Ministry
of Health (MOH).

The Project’s main objective is to support the
MOH, select non-governmental organizations
(NGO), and select educational and professional
institutions in strengthening their institutional
capacities and performance to support a
functional and democratic Palestinian health
sector able to meet priority public health needs.

On October 2, 201 1, the Project submitted its
Year Four Implementation Plan to USAID, which
detailed the activities to be carried out in the
areas of a) institutional development, b) health
information system, c) primary health care, d)
secondary health care, and e) procurement.

Within days of this submission, the Project
received notice to substantially reduce the
implementation of activities, due to a
Congressional hold on funding to the USAID
West Bank/Gaza (WBG) Mission. In order to stay
operational using the funds available, the Project
carried out significant reductions in staffing and
activities.

In late December 201 |, the Project received

partial FY 201 | funding for implementation of the activities planned for Year 4. An
implementation plan reflecting the activities to be conducted under partial funding was
approved by USAID on March 14, 2012.

In late April 2012, the remaining funds earmarked for FY 201 | were released, and
Contract Modification |3 was signed, obligating $8,590,000 to the Project. A revised
implementation plan that details the activities to be carried out within the period January
— September 2012 with the funding received was submitted to USAID on May 21, 2012.

To date, the Project has been reporting against a Performance Monitoring Plan (PMP) that
was approved in March 2010. In November 2010, the Project underwent a mid-term
evaluation, resulting in a modification to its scope of work (SOW), signed in July 201 I.



The Mid-term Evaluation (MTE) Report highlighted gaps within the Project’s monitoring
and evaluation (M&E) system and in its results reporting. Additionally, an internal
evaluation and a USAID data quality assessment conducted in November 2010 resulted in
the revision of a number of indicators and targets in the original PMP. The Project carried
out a series of participatory exercises with its technical staff, with MOH counterparts, and
in close consultation with USAID to enhance the quality of the indicators and data
collection methods and to bring the PMP into alignment with the revised scope of work
and organizational structure. T

The Project submitted the revised PMP to USAID in August 201 |. Several meetings were
conducted with the Health and Program offices of USAID and then following comments
from the Mission, a revised PMP was submitted in November 201 1. The Congressional
hold on funding to the USAID/WBG Mission in September delayed the approval of that
submission.

In this fourth revision and submission, the Project PMP is focused on the planned activities
in the approved Year Four Implementation Plan (January - September 2012).



A. INTRODUCTION!

The Palestinian Health Sector Reform and Development Project (Project) seeks to strengthen
institutional capacities and performance of the Palestinian health sector with a special emphasis
on building confidence, promoting good governance and effective management practices, and
improving the quality of clinical services in the Palestinian Authority’s (PA) Ministry of Health
(MOH). To support this goal, the Project works in five focus areas: |) institutional
development, 2) health information system, 3) primary health care support, 4) secondary health
care support and 5) procurement support. The Project will be implemented from September
2008 through September 2013.

Capacity strengthening is a central aspect of this project, and as such, the Project is using a
participatory, locally led approach to implementation. The Project is supporting our local
counterparts in prioritizing their needs and in the development and implementation of
institutional development work plans. The Project is striving to support its partners in a leading
role and ensure their buy-in and ownership in the process.

Background and Rationale for PMP revision

The purpose of this Performance Monitoring Plan (PMP) is to inform and guide the Project
team and stakeholders in collecting and managing high-quality performance information and
using it for project management and communications of interim and life-of-project results.

An external Mid-Term Evaluation (MTE) was conducted in November 2010, which raised issues
in the scope of the Project as advised by USAID in January 201 |, and highlighted some gaps in
M&E and in reporting of project results, leading to a revision of the Project PMP.

An internal evaluation and a USAID data quality assessment in November 2010 also raised
some issues about the validity of some indicators and targets in the PMP. For example:

¢ Indicator No. 2 in the PMP approved in March 2010 tracks the percentage of project-
produced documents that are adopted by the MOH. The Project produces a diverse set
of documents such as laws, bylaws, regulations, clinical guidelines, protocols, training
curricula, and trainings aids. The use of the word “adopted” in the indicator was
confusing because the levels at which the documents become operational varies for
different types of documents. For example: for laws and bylaws, the Project influence
falls only within the submission of a final version of the document to the Legal
Department at the MOH. The documents will then have to go through a lengthy
process which involves legislative bodies in the PA before it is finally adopted and

! As noted in the Preface, in response to USAID guidance, the Project focused its revision of this PMP on the tracking of indicators and

calculation of targets and did not revise the main narrative, which continues to reflect the activities and organizational structure planned
for Year Four prior to the partial funding hold in September 201 I.



becomes operational. The Project therefore is incapable of providing evidence of
adoption for the drafted documents.

Some indicators in the originally approved PMP had no reliable data source because data
routinely collected by the MOH does not feed directly into the indicators. For example:

e Indicator No. |7 was “the number of beneficiaries from equipment provided by the
project”. Collecting data for this indicator was not possible because the MOH itself
records only the number of tests conducted with any particular equipment (and not all
equipment), and not the number of unique patients who benefit from the equipment.
Therefore this indicator had to be dropped.

e Similarly, Indicator No. 10 was “the number of beneficiaries from facilities assisted by
the project”. The MOH collects information on the number of visits made to the facility,
but not the number of patients by unique ID. This indicator was therefore removed
from the revised PMP? for lack of a reliable data source. Additionally, change to the
number of beneficiaries of the facilities assisted cannot be entirely attributable to the
Project’s interventions.

During its initial stages (March 2009), the Project worked with the MOH to develop an
Institutional Development Plan (IDP) which consisted of 18 modules reflecting the MOH’s

priority areas for reform.

e Indicator No. 5 of the Project’s approved PMP reflected the percentage of the IDP
activities implemented. This indicator was not well conceived since the IDP modules did
not include specific quantifiable actions to be taken by the Project, it was impossible to
derive the percentage of activities implemented.

In conducting this revision to the PMP,’ the Project’s M&E staff carried out a series of
participatory exercises with the technical staff of the Project, with MOH counterparts, and in
close consultation with USAID. The Project is currently operating under five focus areas: every
focus area team was asked to participate in several exercises to map their activities and
interventions with appropriate indicators that reflect the outputs and outcomes of their work.
The result was a revision of the Project results framework reflected in Exhibit | and a draft list
of indicators split by focus area which was submitted to USAID for input and discussion before
the final list of indicators was selected for this revision.

2 November 2011 submission

3 November 2011 submission



B. PROJECT RESULTS FRAMEWORK

The Project’s revised results framework, presented in Exhibit |, represents the adopted strategy
to achieve the Project goal. The Project will use this framework as a planning, communication,
and management tool. It conveys the development hypothesis implicit in our approach to
achieving our results, as well as the cause-effect relationships between intermediate results (IR),
project objectives, and the goal.

To achieve the Project goal, three specific objectives were identified:

Contract Objective I: Improved governance and management practices in the Palestinian
health sector

Contract Objective 2: Improved quality of essential clinical and community-based health
services

Contract Objective 3: Increased availability of essential commodities to help achieve USAID
development objectives in health and humanitarian assistance.

The deliverables under these objectives were classified under five functional focus areas,
(described below) that represent the major areas of project interventions.

To achieve the Project results, activities were designed to achieve intermediate results under
each focus area. The intermediate results represent the sought outcome from the activities
incorporated under each focus area.

For example: under Focus Area A: Institutional Capacity Strengthening and Professional
Development, the Project works directly with two partners: the MOH and local NGOs. Two
intermediate results for Focus Area A reflect the outcomes expected as a result of the diverse
activities conducted with these two partners.

Collectively, the results in the framework were designed to capture the outputs and outcomes
of the tasks and deliverables outlined in the Project contract. Additionally, the Project stretches
across three program elements of the F Program Hierarchy for Budgeting and Reporting;
specifically, Other Public Health Threats (3.1.5), Maternal and Child Health (3.1.6),
Humanitarian Assistance and Recovery (5.1.2).

Focus Area A: Institutional Development

Over the past three years, the Project has worked with the MOH to enhance its capacity as a
service provider and regulator of the health sector by strengthening its institutional capacity as
well as that of partnering health NGOs and academic institutions. Under partial funding,
activities under this focus area no longer included work to enhance MOH institutional capacity.



With release of FY 201 | funds, the activities under this focus area will continue to be limited to
the provision of grants to select NGO health service providers and educational institutions.

Focus Area B: Health Information System

The Project is supporting the MOH in creating a dynamic national health information system
(HIS). The HIS will serve as an essential mechanism for gathering accurate data and will
empower decision makers with a tool for reform, ensuring efficiency and effectiveness in quality
care. The structure of the system includes a datacenter and a disaster recovery site, a help
desk, and 24-hour IT support. Each participating district will host its own system server which
connects hospitals and clinics to the main datacenter, making each patient record available to all
health-care providers and allowing appointments to be scheduled electronically.

The system is designed to be inclusive of clinical standards and protocols, patient records,
MOH personnel files, staff schedules, job descriptions, comprehensive financial information,
cost of services, pharmaceutical stock information, equipment information and preventative
maintenance schedules, and a referral system.

The Health Information System has full reporting functions, allowing users to create reports in
just minutes. In addition, internationally-recognized medical coding is now being used within the
system, which will allow the MOH to use data and evidence-based medicine to create plans
that:

Improve governance, planning, administration, and management of the health system
Improve the efficiency of health service delivery

Develop a population health-care database

Facilitate monitoring and evaluation of health trends

v W -

Provide data for decision making

Focus Area C: Primary Health Care

During its 2008 self-assessment exercise, the MOH recognized that lack of coordination
between health service providers was one of the major weaknesses of the health system.

The Project is implementing an integrated multi-sectoral approach to health care reform to
address this challenge in the Nablus governorate and just rolled out the approach in the
Hebron and Qalqilya districts. The Nablus district in the north, the Hebron district in the
south, and the Qalgilya district in the north/central West Bank host the largest populations;
rollout in these districts is geographically motivated and ensures the greatest number of target
beneficiaries. This unique approach brings all health service providers together, including the
MOH, NGOs, UNRWA, the private sector, health education institutions, and civil society
organizations, and directly involves the community in decisions on health care services.



Supporting the MOH in implementing health sector reforms through this approach directly
addresses issues of quality, sustainability, and equity in the health sector.

Strengthening quality of care at the primary health care (PHC) level was identified by the MOH
as a priority area for reform. The Project’s initiatives at the PHC level seek to enhance
coordination between different health service providers and to strengthen the level of
community involvement in clinics. The integrated multi-sectoral approach addresses detriments
to healthcare quality by distributing guidelines and protocols, as well as the Essential Package of
Services (EPS), to PHC clinics and subsequently providing on-the-job training and mentoring to
ensure implementation of these standards. Equipment is procured as needed to ensure that
facilities are able to provide high-quality care. In addition, training to improve the capacity of
health care workers as well as implementation of performance improvement and supportive
supervision action plans are essential elements of the approach. The Project actively engages
communities and creates linkages that facilitate community participation to ensure that clinics
respond to the specific needs of the communities they serve. Behavior change communication
is an important aspect of community involvement and helps promote healthy lifestyles and
disease prevention.

The Project has established a “champion community” initiative to empower citizens in the
health reform process. The initiative brings together leaders of the community and civil society
to identify health needs and to work with local healthcare providers and the MOH directorates
to plan for future community health needs. The champion community approach has been
established in 21 communities in the Nablus district, 12 in the Hebron district, and five in the
Qalqilya district. The approach will be rolled out among 36 additional communities within
Toubas, Salfit, Jerusalem, Jericho and Jenin MOH Health Directorates by the end of the
Project’s fourth year of implementation.

The champion community approach is focused on preventative health programs that promote
healthy living and address prevalent non-communicable diseases such as hypertension, diabetes,
and heart disease, as well as education on injury prevention and the health effects of smoking.
The Project is also working directly with health professionals to address these issues through
training and the development of job aids to help them screen, diagnose, treat, and follow up on
patients’ progress. Additionally, the Project works closely with the MOH Health Education and
Promotion Department to develop materials for behavior change communication (BCC) in an
effort to improve community health through education.

Focus Area D: Hospital Support

No activities under this focus area have been carried out since October 201 |, when Project
activity was suspended. With the release of the FY 201 | funds, the Project will capitalize on
previously conducted interventions in the emergency departments and Neonatal Intensive Care
Units (NICU) of three MOH hospitals (Rafidia, Alia, and Ramallah).



In Year 3, the Project worked closely with hospital staff to transform emergency rooms into
emergency divisions in three MOH hospitals, and worked with these hospitals on the
implementation of the Emergency Severity Index (ESI) triage system to prioritize patients
according to the severity of their injury, improve the quality and speed of diagnoses, and
support systematic patient flow in the hospital.

The Project will resume on the job coaching to emergency health providers at Rafidia, Alia and
Ramallah hospitals, to ensure the proper functioning of the triage systems. Coaching will be
provided in clinical care to NICU health providers at these three hospitals, and initial
preparations in the delivery of training in patient/provider communications will begin in quarter
4. Technical assistance will be provided to update the policies and guidelines regulating the
Emergency and NICU departments, and a neonatal care reference manual will also be drafted
for doctors and nurses working at MOH NICUs.

Focus Area E: Procurement Support

Adequate and planned provision of medical equipment, supplies, and pharmaceuticals is at the
heart of a functioning health system. For that reason, procurement is a significant component of
the Project’s activities. In the past, the health system was marked by inefficiencies, with
duplication of orders, large stocks of expired pharmaceuticals, stocks of unused equipment, a
lack of maintenance programs for medical equipment, and few trained technicians to operate
and maintain equipment.

During the 2008 MOH-led assessment of the health system and the subsequent planning
exercise, the Ministry emphasized the need to adopt a more strategic approach to the
procurement of equipment, supplies, and pharmaceuticals as a key part of health reform. The
Project’s procurement staff are working with the MOH and NGO hospitals and clinics to set up
an integrated procurement system that addresses these inadequacies and reflects the real needs
of these facilities.

Key elements of this new approach to procurement include coordinating with the MOH and
donors to avoid duplication and maximize resources, adhering to transparent procurement
regulations, and ensuring effective pharmaceutical management. To introduce the concept of
preventative maintenance and as a practical demonstration to MOH end-users and maintenance
staff, all vendors are obliged to conduct preventative maintenance on medical equipment every
three months during a 24-month warranty period. In addition, all vendors of medical equipment
must ensure that on-site technicians are provided with hands-on clinical and operational training
for all new equipment.

With the release of the remaining 201 | funds, the Project will support the MOH in the
establishment of a national biomedical calibration center by procuring medical equipment
analyzers and calibrators, and by providing training on the use of the equipment.



The Project will also procure laboratory and diagnostic equipment for PHC clinics that will
allow for the implementation of the EPS, and will provide the PHC clinics with electronic sign-in
devices (if approved), which eliminate the need for MOH health providers to travel to the PHC
directorate offices to sign-in prior to their shifts at the community clinics. Pharmaceutical cold
rooms will also be procured and installed at Hebron, South Hebron, Jenin, and Jericho PHC
Directorate clinics, and mammography machines will be procured and installed at four PHC
Directorate clinics. The Project will also procure needed diagnostic, operating room, and
physiotherapy equipment for Jericho Hospital.

The Project will also continue with the establishment of an electronic inventory of medical
equipment at MOH facilities linked to the HIS.
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Exhibit |: USAID Health Sector Reform Project — Revised Project Results Framework

USAID Palestinian Health Sector Reform and Development Project Goal:

Strengthened institutional capacities and performance of the Palestinian health sector, with special emphasis on building confidence,
promoting good governance and effective management practices and improving quality of clinical services in the Palestinian Authority,
Ministry of Health

Objective 3:

Increased availability of essential

commodities to support achieving

USAID development objectives in
health and humanitarian assistance

Objective 1:

Improved governance and management
practices in the Palestinian health sector

Objective 2:

Improved quality of essential clinical and community-based
health services

Focus Area A:
Institutional Capacity
Strengthening and
Professional Development

Focus Area B:

Focus Area C: Focus Area D:

Hospital Support

Focus Area E:

Health Information Procurement

System Primary Health Care

-
( IRA.1: h ( IRB.1: ) IRC.L:
Strengthened capacity
of health institutions to
deliver quality clinical
services (PHC)

IRD.1: IRE.L:

Strengthened capacity

of health institutions to

deliver quality clinical
services (SHC) with
special emphasis on

Improved availability of
patient information to
= improve quality of
health care services
provided at MOH

Quality commodities
delivered to support
all other project
interventions

Strengthened capacity of
MOH staff and systems in
the provision of quality,
sustainahle and equitable
healthcare services

provide gquality

complementary

- healthcare services
\.

andinform

management decision

making at MOH facilities
\ /

provide effective
community based
\ services

IRC.3:

Strengthened capacity of
health institutions to
effectively use behavior
change strategies

\_ y facilities emergency care
( IRC.2:
4 a r
IRA.2: IRB.2: Community mobilization IRE.2:
Enhanced managerial Improved availability of to strengthen clinic- - .
capacity of NGOs to information to support community linkages to strengthened Capacity

of MOH and NGOs to
utilize and maintain
equipment
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C. APPROACH TO MONITORING, EVALUATION, ANALYSIS, AND
COMMUNICATION

Monitoring and evaluation plays a critical role in understanding, demonstrating, and
communicating the results of the Project and in guiding the management of the contract. It is an
essential tool for USAID and project management to make informed decisions. The Project is a
high profile project for USAID/WBG and the need to show measurable and significant
improvements in the Palestinian health system by the Project’s end is crucial.

In order to ensure successful outcomes, the Project’s M&E system is used as a management
tool to monitor the progress of planned activities and serves as an early warning system to alert
the technical staff and management when activities are not progressing as planned or when they
are not headed toward the intended result. In this way, M&E data is used to strategically guide
project decision-making and resource allocation.

Accordingly, the Project’s approach to M&E is guided by the following principles:

Results-oriented. The results framework depicts the Project’s causal model and is the
foundation of the M&E plan. Each of the indicators is linked to a specific result.

Participatory. Performance management is most effective when it involves the entire project
team and relevant stakeholders. Technical staff members were involved in the design of the
M&E plan, and will be involved in data collection, interpretation, and utilization of M&E data in
program implementation. Since technical staff are in direct contact with Project partners and
data sources, they are well placed to collect, verify, and analyze M&E data, both to contribute
to results reporting and program management.

In line with the larger reform goals, strengthening the capacity of the MOH and partners NGOs
to collect, analyze, and use M&E information for decision-making is a key goal of the Project.
The MOH highlighted the need to increase its monitoring and evaluation capacity as a priority
during consultative meetings with the Project, and in the health system needs assessment
conducted in October and November 2008. As a result, the Project adopted a participatory
approach by involving its key stakeholders in developing its performance indicators.

Capacity-strengthening will continue through the active involvement of the MOH and partner
NGO:s in the implementation of the M&E plan, especially data collection, analysis, and
information dissemination. Furthermore, the Project is working with counterparts at the MOH
and partner NGOs to foster decision-making based on analytical data produced through the
Project M&E system. For instance, the Project is facilitating the use of data collected by the
Project and its partners at the community and facility level to support decentralized decision-
making (i.e., allocation of MOH primary health care resources by local MOH directorates). As
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such, implementation of the Project M&E plan will also serve as capacity strengthening for the
MOH and its partners in its monitoring and evaluation capabilities.

D. CRITICAL ASSUMPTIONS

In designing the Project M&E system, indicators were developed that can measure interventions
within the manageable interest of the Project to ensure that the results can be directly
attributable to the Project. The Project’s ability to demonstrate improvement in these
measures relies on the following basic assumptions:

e The development partnership with the PA will remain intact. To achieve our Project
objectives, we assume that the current development partnership with the PA will
remain in place and operational.

e Project will identify appropriate partners meeting USAID anti-terrorism criteria. The
Project must fully comply with USAID/West Bank and Gaza’s Mission Order 21 and
anti-terrorism procedures referenced in Section H.22 of our contract, which include
vetting of all potential partners and grantees. To accomplish our objectives, we assume
that we will be able to identify an appropriate quantity and quality of local organizations
that meet the necessary criteria.

e The security situation remains stable. The current operating environment is challenging,
with transportation restrictions on project personnel and vehicles. Our ability to
achieve project results depends on the relative stability of the situation. Should the
situation worsen to include sustained periods of fighting, checkpoint closures, or other
indicators of a fragile security situation, the Project may consider revisions to indicators,
targets, or results.

e The MOH and partner NGOs will remain committed to reform. To achieve our
expected results, we assume that the MOH and partner NGO staff will continue to
champion reform; invite ideas for reformed laws, policies, procedures, and protocols
from the Project; and work collaboratively to implement them.

E. MONITORING AND EVALUATION SYSTEM DESIGN

The detailed design of the M&E system is laid out in the indicator reference sheets in Annex B.
These sheets spell out the precise definition of each indicator, management utility of tracking
the information, unit of measure, method of acquisition, frequency of collection, data source,
and the project staff member responsible for collecting the data. By specifying each indicator in
detail, we can help to ensure that data are handled consistently throughout the life of the
project.



Overview of Indicators, Baselines, and Targets

Life of project (LOP) indicators for each result in the results framework are listed in Annex A:
Summary Table of Indicators. (Definitions of the indicators can be found in Annex B: Indicator
Reference Sheet).

The revised PMP is divided into three major sections:

I. Cross-cutting indicators (1-6) covering the following areas of assistance provided
through the Project:

e Training

e Direct on the job technical assistance

e Documents produced

¢ Institutionalization of processes and products

e Local institutions receiving assistance

e MONH facilities receiving assistance

Il. Specific Focus Area Indicators
[ll. Impact indicators (Im.l —Im.6)

The indicators are designed to track implementation of activities against targets, capture project
outcomes for learning and communications, and contribute to USAID’s performance
management and reporting needs.

For the grant activities, it is anticipated that grantee monitoring and evaluation will include
indicators to monitor progress under the grant. These measures will be linked to common
grant program indicators that will be identified once grantee M&E plans are designed.

To provide the comprehensive coverage needed for project progress review, troubleshooting,
and management, the M&E system will track three main types of performance indicators:
output, outcome, and impact. Output indicators track the immediate products and deliverables
of the Project and provide feedback to managers on project performance to identify areas
where implementation strategies may need to be adjusted. Outcome indicators measure the
effects, or results of project outputs at the Project objective level of the results framework.
The impact indicator measures the long-term effect of the Project on the institutional capacities
and performance of the Palestinian health sector.

USAID Operational Indicators

Upon advice from USAID, the following Operational Standard indicators were included in the
revision of the PMP. These indicators will be reported as part of the PMP under specific



intermediate results, but will also be included in the quarterly reporting package as a separate
annex for ease of access and monitoring by USAID.

3.1.6 MCH Number of local organizations provided with technical assistance for health-
related institutional capacity-building

3.1.6 MCH Number of individuals trained in health systems operations (non-clinical)

3.1.6 (I9)MCH | Number of medical and paramedical practitioners trained in evidence-based
clinical guidelines (individuals)

3.1.5 OPHT Number of individual patient records stored in the USG-supported Health
Information System.

Disaggregation

Where appropriate, indicator data will be disaggregated by geographic location, gender, age,
specialization (doctor, nurse, or administrator), type of facility, target institution, and other
criteria. This allows us to analyze Project results within these various groups and to match
USAID Geo-MIS and operational reporting formats.

Baselines and Targets

For most of the indicators, baseline data are indicated in Annex A. The M&E team will be
working with partners in collecting data not only for Project indicators but also as part of the
capacity building that the Project is providing to its partners to strengthen their M&E skills. In
setting targets, we have considered available baseline and historical data as well as the planned
project activities. Ambitious yet realistic annual and LOP targets have been set and will be
reviewed each year along with the review of the M&E plan. Any adjustments will be made based
on discussions with USAID.

In order to establish the most meaningful and realistic targets for the evaluation of Project
impact, targets for impact indicators were established based on baseline data collected in 2010
and with active participation from the technical team of the project. It is however worth noting
that data for the baseline impact assessment were collected in August of 2010 which is two
years into the life of the Project. Therefore the baseline values obtained for the impact
indicators do not reflect the situation prior to project inputs but rather the situation after two
years of project support to the tested facilities. This delay in baseline measurement and the
results obtained affected the targets set for the impact indicators. In setting the targets for the
impact indicators, the goal was to maintain or slightly increase the values obtained from the
baseline assessment.



Data Sources and Collection Methods

Data will be collected on a monthly, quarterly, or annual basis depending on the indicator.
Indicator data will be obtained from a variety of sources including partners, internal project
records, surveys, and public records. The specific data source and frequency of collection and

reporting for each indicator is identified in Annex A. Generally, they can be grouped in the

following three categories:

Primary data collection through assessments, surveys, interviews, and/or focus
groups. To measure progress in achieving the Project goal, objectives, and the
intermediate results, the Project will work with the MOH and relevant NGOs to collect
data from a variety of sources. The primary data sources will include staff at MOH,
hospitals, clinics, community-based organizations (CBO), and Project staff. Communities
will also be visited to collect information and opinions from clients who have received
services from project-assisted facilities and households in project-assisted communities.
Qualitative surveys, facility assessment tools, structured interview questionnaires,
personal interviews, focus groups, and observation will also be used to support
quantitative data in the reflection of project results.

Primary data from project records. A number of the proposed indicators directly
measure outputs of project activities, so data for these can be easily attained from
project records. For example, since training is a key project activity, the Project will
systematically track participant numbers and basic demographic facts through sign-in
sheets, and will draw upon these records for data collection. Analysis of progress against
targets will be conducted on an annual basis and more frequently when necessary.
Training evaluation forms are also used to capture qualitative information on our
training courses to measure satisfaction and learning. The Project will also work with its
partners to track changes in knowledge as a result of project-supported training through
the use of pre and post knowledge tests, coupled with trainee interviews. Follow-up is
anticipated with a sample of the trainees to examine the extent to which they have
applied the knowledge and skills they acquired from the training.

Secondary data from project partners or public records. Data collection on the
remaining project indicators requires collaboration with partners. In some cases, the
required data are not currently collected by our partners. However, it will be necessary
to work with them to collect this information, which would also have the benefit of
improving their overall monitoring and evaluation capability. The Project will work with
these partners to establish a means of regularly collecting data to serve the data needs
for the duration of the Project and also for future purposes. Although improvements in
health statistics cannot be directly attributable to the Project, it will be important to
note if there are any changes in these statistics over the five-year project period.



Reporting

M&E data will be included in Geo-MIS monthly reports and in quarterly and annual progress
reports. Geo-MIS reporting will present incremental numeric indicator data by month and will
link data to location where appropriate. A brief narrative explanation of notable indicator
values will also be included. In quarterly and annual reports, indicator data for the reporting
period as well as aggregate data by fiscal year will be presented. An explanation of the
quantitative data with a narrative description and additional qualitative data and success stories
collected through interviews and focus groups will be presented. The final report will contain
LOP indicator values along with the conclusions drawn from the evaluation activities described
in Section G, such as an analysis of project outcomes, project impact, a discussion of best
practices and lessons learned, and presentation of success stories.

Organizational Structure and Responsibilities of Project Staff

The M&E team is responsible for the development, implementation, and management of the
M&E and Geo-MIS systems as well as TraiNet. This includes data collection, analysis, reporting,
and dissemination of results.

The Knowledge Management Director provides management oversight to the M&E team and
uses the data, information, and analysis arising from the M&E system to inform project
management and USAID on progress. The M&E team lies within the Knowledge Management
Unit in the Project organizational structure displayed in Exhibit 3:



Project Management

Technical Programs Chiefof Party Operations
DCOP/Technical Programs DCOP/Ops
Manager/Programs
Coordinator/ Programs
Assitant/Programs

Knowledge Management Unit
Director/KnowledgeManagement

Communications
Manager/PRand Communications
Officer/Project Communications
Coordinator /Project Communications

Monitoring and Evaluation
Manager/M&E

Officer/M&E

Coordinator/M&E

The M&E team is structured as follows:

M&E Adpvisor (Short-term technical consultant) provides advisory support on M&E activities
and special studies and timely monitoring and evaluation of project activities. The M&E Advisor
will support the implementation of M&E plans, assessment of data needs, design of data
collection tools, analysis and reporting of data and ensure it is regularly shared among project
staff. The M&E Advisor, along with the M&E team, will train in-country counterparts and
partners on M&E systems.

M&E Manager manages the M&E system and process and reports to the Knowledge
Management Director. He/she closely cooperates with project technical staff and partners to
collect data, and ensures that the necessary data collection tools are developed and available.
He/she analyzes the data to monitor the performance of the Project according to the results
and targets identified in the plan. The M&E Manager informs the chief of party and technical
teams about performance progress and issues and makes recommendations so that decisions
and/or adjustments to the Project are addressed in a timely manner. The M&E Manager, along
with the M&E program officer and coordinator, also conducts data quality reviews. Moreover,
the M&E Manager works with project’s partners to strengthening their monitoring and
evaluation capacities.



M&E program Officer ensures data are entered into TraiNet, the USAID Geo-MIS and to
the Project’s M&E database. The officer develops tools and facilitates communication to ensure
that data are collected and input into the relevant systems in a consistent, accurate, and timely
manner. The M&E officer assists the M&E manager in the development of quarterly and annual
progress reports in addition to special evaluation reports of specific project activities. The
Program Officer also works with the M&E Manager to conduct data quality reviews. The M&E
officer conducts regular field visits to Project partners to ensure that the data provided is
consistent, and to build M&E capacity of partners.

M&E Coordinator: is responsible for data entry and the regular update of the Project’s
internal tracking tools and USAID Geo-MIS. He/she is also responsible for developing surveys,
data collection, entry and analysis and provides general administrative support to the M&E
team. The M&E coordinator conducts regular field visits and spot checks to ensure that
activities and numbers are being reported correctly.

In addition, technical staff members are responsible for primary data collection and entry in the
area of his/her activity. Exhibit 4 below highlights the internal interactions between the M&E
team, management and technical staff, the communications and reporting team, and how this
facilitates the involvement of various project partners and USAID.

Along with the communication team, the M&E team also communicates progress, information,
results, and successes to project partners and various target audiences, as identified in the
project’s communications and public outreach strategy.

Exhibit 4: M&E Project Interactions:

{=}USAID

==
WML FROM THE AMERICAN PEOPLE

"

Technical Team /
Project
Management

Communication

and Reporting




F. DATA QUALITY PLAN

To ensure that project M&E data is of the highest possible quality and to meet USAID data
quality standards (see box), data quality control measures for each indicator have been

identified, as detailed in the indicator reference

sheets in Annex B. Additionally, an internal data USAID Data Quality Standards

quality assessment of indicator data will be VA7 — [Bren el bty e el vl

conducted in line with the annual M&E Plan represent the intended result and reflect no bias

review.
Reliability — Data should reflect consistent

The focus area leaders and their team members collection and analysis methods over time

are best placed to provide first-order quality

. Timeliness — Data should be sufficiently current and
control for the various M&E data elements. y

available to be practical for use by management

Upon collection of data forms and entry into Integrity — Mechanisms must be in place to reduce

spreadsheets, each focus area/intervention team the possibility for manipulation of data
will examine the quantitative data to identify
Precision — Data should be precise enough to

errors. Should any problem be identified, the L
present a fair picture of performance and enable

focus area leader is responsible for verifying data

. o management decision-making
against original sources and other forms of

verification that may be required, such as cross-verification from alternate data sources.

The M&E team is responsible for secondary data quality control (i.e., post data entry). The M&E
team will tabulate data to identify potential errors, and design a spot-check system to verify
data at their sources (e.g., with visits to MOH or CBOs or NGO partner facilities). When
errors are identified early, appropriate corrections will be made by consulting the data source if
possible.

Additionally, USAID will be conducting data quality assessments periodically (at least once every
three years) on operational indicator data. To prepare for such reviews, internal data quality
reviews will be conducted each year in preparation for annual reporting and the M&E plan
review by cross checking the data on different systems (i.e., project database, internal records,
Geo-MIS) and making sure that the M&E unit has documents to support the reported numbers.

G. ASSESSMENT PLAN

The Project utilizes focus area specific and cross-cutting interventions to progress towards the
goal of this project. These diverse interventions at national, regional, and local levels are
implemented in partnership with MOH, NGO, and CBO players. In support of these
interventions and to provide a rigorous assessment of the Project, a comprehensive assessment
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plan has been developed. This plan is guided by the tenets from RealWorld Evaluation4 and
uses a systematic approach to address data, time, budget, and political constraints to ensure
reliability and validity of findings during all phases of evaluation. Further, there is an emphasis on
both quantitative and qualitative methods and data to address the weaknesses of each individual
paradigm while harnessing the strengths of these two contrasting paradigms. The plan provides
a contextualized assessment of the outcomes and impact of the Project. The information
sourced from this assessment plan complements routine monitoring of project inputs and
outputs and provides insights and conclusions about the effectiveness of project interventions,
validates the Project logic and interventions, and identifies considerations in the development
context of the Project. The revisions in this assessment plan from the original PMP also reflect
the comments and suggestions of the Mid-Term Evaluation and USAID. Details on this revised
assessment plan are provided in the sub-sections that follow.

Guiding principles: This assessment plan is guided by the rights of human subjects. The design
of the evaluations are responsive and rigorous, suited to the Palestine context. Within this plan,
all studies are focused and systematically developed to provide information that aids decision-
making rather than collecting information that would be “nice to know”. While the actual
conduct of the special studies is externally implemented, the Project actively partners in the
assessment process.

Purpose: The overall purpose of this assessment plan is to assess whether the Project’s
interventions have strengthened institutional capacities and performance of the Palestinian
health sector with a special emphasis on building confidence, promoting good governance,
effective management practices, and improving the quality of clinical services.

At the initiation of the Project, the Project goal was visualized through the lens of criteria-based
health system performance of equity, access, efficiency, quality, and sustainability. These criteria
were further amplified through the Palestinian Health System Assessment5 directly
implemented by the MOH with support from USAID through the Project. Through the Health
System Assessment and subsequent Institutional Development Plan (IDP), the MOH’s
prioritized health system needs directly translated into the Project interventions. Therefore, the
evaluation of the Project’s impact is based on these health system performance-based criteria.

Health system performance is based on five criteria (see paragraph above). However, the
Project has defined one of the criteria — quality — from both a patient as well as provider
perspective — resulting in six dimensions of impact. Annex B indicator reference sheets
describes the six dimensions of impact through six indicators (Indicators Im.| through Im.6).

¢ Michael Bamberger, Linda Mabry, and Jim Rugh. 2006. RealWorld Evaluation. Sage Publications.

3 Palestine Authority Ministry of Health. 2008. Health System Assessment. Ministry of Health.
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Each of these six indicators of impact measures a concept that has multiple facets. These
multiple facets of each of the six areas of impact are measured through multi-item scales.

The five dimensions of health performance were linked to specific project
interventions as follows:

e Equity was linked to Project’s procurement of health commodities and facilitating
provision of fully functional health care services

e Access was linked to Project-initiated community clinic boards and their contribution in
giving voice to community needs, raising health awareness, improving health behavior
and improving the provision of healthcare services.

e Efficiency was linked to Project-introduced HIS and its ability to increase access to data
for better decision-making and how this translates into improved management of the
MOH facilities equipped with the HIS

e  Quality was primarily linked to PHC and SHC provider training and on-the-job coaching
interventions to improve the quality of services provided to the patients. Quality is also
linked to other project interventions such as procurement, introduction of protocols,
joint community clinic boards, etc.

e Sustainability was linked to the Project-provided LDP and its effect on the performance
of staff who have completed the program.

It is important to note that the Project’s impact assessments are not measuring the broad
dimensions of health systems performance but rather the impact of the specific project
interventions that are contributing to these dimensions.

The overall impact of the Project will be presented through a six-dimensional spider-graph. This
presentation of overall impact through a spider-graph will allow for a more nuanced and
complete description of impact rather than a reductionist approach that provides an average
score on impact that may not lend itself to ready interpretation.

In addition to the six indicators of impact, internal assessment of the Project also considers
select outcomes for focus area interventions on BCC, quality of PHC, and HIS as well as the
cross-cutting intervention of training. The assessment of these outcomes provides a proximate
effect of the Project intervention.

Design and Methodology: For the multi-component impact assessment of the Project, a
repeated cross-sectional design is used to collect data only from project-assisted communities
and facilities. While the repeated cross-sectional design is not as rigorous as a randomized
control trial or a time-series design, the repeated cross-sectional design was chosen because of
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its level of rigor for comparison, cost, and practicality of implementation in the Palestinian
context. At the recommendation of USAID, a comparison group will be used for the quality
(i.e., patients and providers) and equity dimensions of impact at the end-of-project evaluation.
Since the original PMP was approved on March 19, 2010, the initial impact assessment in July —
August, 2010 already reflected approximately |18 months of project implementation. Therefore,
the impact assessment in 2010 is not a baseline while still serving as a useful point of reference
in time for comparison of the impact at the end-of-project. Likewise, for the identified
outcomes of the Project, a repeated cross-sectional design is used to facilitate comparison
across time.

As in any project, impact and outcome indicators within the Project are intimately linked within
the result chain and are the focus of evaluation. Further linkages within this chain extend to
outputs, processes, and inputs that are part of routine monitoring. Within this interlinked chain,
the design of the impact assessment defines and measures impact at both the community and
institutional levels (i.e., MOH and NGO). Whereas the ultimate goal is to strengthen the
institutional capacities of the health system, the various outcomes resulting from implementing
the Project activities should act in concert to be effective to reach that goal. The final impact
will therefore be understood in the totality of the impact and outcome results.

Existing sources of data for a proxy baseline of impact were explored in the Palestinian context.
Some quantitative and qualitative contextual results are sourced from the Palestinian Health
System Assessment and the annual health report published by the MOH. However, no
comparable results are available to serve as a proxy baseline for impact. This lack of available
proxy data for the baseline prompted the Project to undertake a multi-method impact
assessment in July — August 2010 to serve as a time reference for comparison of impact at end-
of-project as well as to establish targets for end-of-project. For measurement of the six impact
indicators, methods used included — health facility survey, provider survey, client exit survey,
and interviews with community representatives and with trainees from the Leadership
Development Program (LDP). Additional details on the design and conduct of assessments is
described in detail in Table 2.

As for impact, existing sources of data were explored for outcomes of potential candidate
sources. Since the outcomes are proximate to the unique project interventions, comparable
studies and evaluations were not found. Methodologies used for outcome assessment include —
community-based surveys, focus groups with children, observations at health facilities, and
phone-based surveys with trainees.

Except for focus groups with children, all data collection and preliminary analysis for project
assessments is carried out by an independent research organization. However, final analysis and
reports are prepared through short-term technical assistants.
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Frequency and estimated dates for assessment: The timing and sequencing of activity
assessments is described in Table I. All six indicators for impact were collected during the
impact assessment during July — August 2010. The end-of-project assessment of impact should
ideally be conducted during the similar time period in the last year of the project. However, this
is too close to the actual end-of-project and will therefore be implemented during April — May
2013. For comparability, these assessments need to be scheduled during active project
intervention. Therefore, if any of the impact related interventions are scheduled to close well
before the end-of-project, those specific assessments will be conducted earlier.

Outcome assessments are conducted more frequently than impact assessments (see Table I).
Community-based surveys for BCC are conducted every year by an external research firm. In
addition, Project personnel conducted focus groups with children to assess their exposure,
retention, and actions related to health education materials. The Project has also developed a
PHC Quality Assessment tool that requires observations at PHC clinics. This is planned to be
conducted either through the MOH or be undertaken by an independent research firm that has
the requisite capacity for observations at health facilities. For the HIS, outcome evaluations will
be based on the working of the HIS and will be generated from the HIS system. Lastly, training
follow-up assessments are conducted every six months through phone-based surveys with
trainees that completed USAID-assisted Project training in the past six months. There was a
delay in initiating these training follow-up surveys and therefore the initial rounds of data
collection are closer together in order to catch-up with a missed round of data collection.

Based on preliminary results from the impact assessment and outcome surveys, these
predominantly quantitative surveys will be enriched through targeted qualitative case studies
and success stories. Complementing the quantitative results in this manner will provide more
complete, anecdotal, and visible evidence of change on account of the Project interventions.
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Table 1: Timing and Sequencing of Evaluations, The Flagship Project

Q@ @ a o a o a6 ao a a aa a a a a a
12341234123412341234

Impact

Equity

Access

Efficiency

Quality (Patients)

> > > > >

Quality (Providers)

X X X X X X
> > > r» > >

Sustainability

Outcome
BCC X A F

Quality of PHC X A A
Health Information Sys. X A
Training X A A A A A

NGO Beneficiary A
Satisfaction

Note: ‘X’ denotes beginning of intervention; ‘A’ denotes assessment; and ‘F’ denotes Focus Group



Table 2: Impact and Outcome Evaluations

Title

Percentage of fully functional health
care services related to listed project

provided medical equipment

Percentage of community-clinic

boards (CCB) reporting increased
participation in planning for health

care services provided in their
community.

Percentage improvement in efficiency
in management and delivery of MOH

health care services at facilities

equipped with the project-provided
Health Information System (HIS).

Percentage of satisfaction of clients
with the quality of services provided

at health facilities that receive

assistance from the Project.

Percentage of satisfaction of

providers with the quality of services
provided at their health facility that
are receiving assistance from the

Project.

Percentage improvements in

performance of MOH/NGO staff
who have completed project-assisted

Leadership Development (LDP)

Indicator

Design/Methodology

Sample Size

Timing

Notes

Im. |

Im.2

Im.3

Im.4

Im.5

Im.6

Repeated cross-sectional
design Health Facility Survey
through health facility in-
charge

Repeated cross-sectional
design group interviews with
CCB members and providers

Repeated cross-sectional
design surveys with health
facility personnel (medical and
non-medical)

Repeated cross-sectional
design / Exit survey with
clients at health facility

Repeated cross-sectional
design / surveys with health
providers

Repeated cross-sectional
design / interview with LDP
trainees

91 MOH and |15 NGO =
106 health facilities

9 CCBsin 2010 and ___
CCBs in 2013

128 personnel at |5 MOH
health facilities in 2010
100 personnel at |3 MOH
health facilities in 2013

3,477 clients from 106
(MOH and NGO) health
facilities in 2010

417 providers at 106 (MOH
and NGO) health facilities

50 LDP trainees

Jul. — Aug., 2010 and
Apr. — May, 2013

Jul. — Aug,, 2010 and
Apr. —May, 2013

Jul. — Aug., 2010 and
Apr. — May, 2013

Jul. — Aug., 2010 and
Apr. — May, 2013

Jul. — Aug., 2010 and
Apr. —May, 2013

Sep. — Dec,, 2010
and
Sep. — Dec,, 2012

Two health facilities that
were initially a part of the
HIS intervention will no
longer be provided HIS
intervention.
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Table 2 (cont’d.): Impact and Outcome Assessments

Title

Behavior Change
Communication (BCC)
Survey

Quality of Primary Health
Care (PHC)

HIS Outcome Study

Training Follow-up

Indicator

Design/Methodology

Sample Size

Timing

Notes

BCC indicator (Old # 12)

Quality score for PHC

HIS outcome (TBD)

Training application

Repeated cross-sectional /
community-based survey of
prompted recall of BCC
materials

Survey at PHCs

(TBD)

Repeated Cross-sectional /
Phone-based survey of
trainees

735 respondents (125 adult
males; 610 adult females)

(TBD)

(TBD)

120 respondents

March, 201 |

January, 2012
and
January, 2013

(TBD)

January, 2011 and
every six months till
January 2013

Implemented by MOH or
research organization

Adaptation of Composite
Index of Effectiveness of
HIS or other measurement
using the HIS system

In reporting indicator,
results from two rounds
of surveys will be
aggregated.
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H. CAPACITY STRENGTHENING IN MONITORING AND EVALUATION

During a consultative meeting and as a result of the health system needs assessment, the MOH
expressed the need for capacity strengthening support in monitoring and evaluation. On
November 20, 2008, the Project held an introductory meeting with staff of the MOH’s M&E
department. The purpose of the meeting was two-fold: to involve the MOH in the development
of the Project’s M&E plan, and to learn of what assistance the Project could provide to the
MOH M&E department. Based on the discussions, the Project had intended to provide a series
of trainings and workshops related to M&E in areas highlighted by the MOH. However, the
MOH did not follow through with the assignment of M&E staff and therefore the Project has
yet to provide M&E capacity building support to the MOH.

The Project works to strengthen the capacity of NGO partners and other project-related
institutions in M&E. As partners are identified, the M&E team will work with project technical
staff to assess the M&E capacity of each institution. As such, the Project will work to build
partner capacity to design monitoring and evaluation plans, collect, and report necessary data
through one-on-one support as well as group trainings.

As noted above (in Section C), key stakeholders will be fully involved in the implementation of
the M&E plan by contributing to data collection for the majority of Project indicators. In
addition to involving stakeholders in data analysis for relevant indicators, the Project will report
on indicator results on both a regular and ongoing basis, including — for instance — during the
monthly Technical Committee meetings (between the MOH and the Project) and through the
technical team’s work with their stakeholder counterparts.
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ANNEX A: SUMMARY TABLE OF INDICATORS®

Please refer to Indicator Reference Sheets (Annex B) for details on indicators that will not be tracked during the Project implementation
period of January-September 2012. Information on revised Year Four targets can also be found in Annex B. Targets have been revised to
reflect the suspension of activities between September 2011 and December 2011 and the reduced scope of the Project due to the release
of partial funds.
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Summary Table of Indicators
Op. S. . . Reporting Cumulative Base- Target Target Actual
No. M Indicator Description Frequenc Data S T i LOP LOP
q y IDiscrete ata Source ype ine Actual
Yl Y2 Y3 Y4 Y5
Cross Cutting Indicators
I Total number of individuals trained Quarterl Discrete . - - 1485 455
M through the Project v Project Output | 0 4703
records
2763
3.1.6 Number of individuals trained in health 5 600 425 200
1.1 . - Quarterly Discrete Project
MCH systems operations (non-clinical) Output 0
records
222 191 806
3.1.6 . .
19 Number of medical and paramedical
1.2 ) practitioners trained in evidence-based Quarterly Discrete Project 610 600 150
clinical guidelines (individuals) records Output 0
MCH 4
112 478 117
1.3 M Number of individuals trained in other | Quarterly Discrete Project 460 155
) Output 0
topics records
Procurement related trainings Quarterly Discrete Project 10 5
records Outpue 0
- - 172
Community members trained Quarterly Discrete Project 450 150
Output 0
records _ _ 50|
% of trained individuals applying Annual 0% 40% 55% 65% 75%
1.4 M skills/knowledge acquired from USG- ) Discrete .
- . starting Y3 Special Study Outcome | 0
funded training provided under the .
Project. - 78%
Lo . - - - 550 550
2 M Number of |n.d|V|duaIs .who receive Annual Cumulative Project
direct on-the-job technical assistance Output 0 550
- records
through the Project 43]
Number of technical documents (laws, - - - 52 52
3 M policies, regulations, guidelines. ..etc) Annual Cumulative Project Output 0 52
produced with USG-support through records
the Project and submitted to the MOH 48
Number of reform processes and - - - - 25
4 M EOP Project
products institutionalized at the MOH © Discrete rg:cl)erzs Outcome | 0 25




Op. S. . .. Reporting Cumulative Base- Target Target Actual
No. M Indicator Description F Data S T i LOP LOP
requency IDiscrete ata Source ype ine Actual
Yl Y2 Y3 Y4 Y5
316 Num.ber ofllocal org.anlzatlt?ns . i 25 25 25 25
5 MCH provided with technical assistance for Quarterly Discrete Project o 0 100
health-related institutional capacity- records utput
building 43 22
5.1 M NGOs 0 22 5
5.2 M
CBOs 0 21 17
L . - - - 170 170
6 M Number of MOH facilities assisted to Annual Cumulative Project
. . . Output 0 170
provide quality health care services records 15
6.1 M SHC 0 12
6.2 M
PHC 0 124
Focus Area A
Intermediate Result A.l: Strengthened capacity of MOH staff and systems in the provision of quality, sustainable and equitable healthcare services
Number of MOH departments Proiect - - 22 22 22
Al M receiving capacity building support Annually Cumulative re:cIers Output 0 22
with USG support through the Project 22
Number. of individuals receiving Project i i i 64 64
A2 M fellowships with USG support through | Annually Cumulative recclards Output 0 64
the Project 8l
Intermediate Result A.2: Enhanced capacity of NGOs to provide quality complementary healthcare services
- - - 25,000 15,000
A3 M Number of beneficiaries from NGOs Quarterly Discrete Grantees Output 0 40,000
reports
Percentage (%) Satisfaction of - - - 90% 90%
A4 M beneficiaries from services provided by | Y4 Cumulative . Outcome | 0 90%
. Special Study
NGOs receiving grants
Number of ded lected 10 20 25 30
A5 M umber of grants awarded to selecte Annual Cumulative Project Output 0 30
NGOs
records 10 15




Op. S.
M

Indicator Description

Reporting
Frequency

Cumulative

IDiscrete

Data Source

Base-

Type line

Target

Actual

Yl

Y3

Y4

Y5

Target
LOP

Actual
LOP

Focus Area B

Intermediate Result B.l and B.2: Improved availability of information to provide quality health care and to inform administration and management decisions at MOH healthcare

315 S 60,000 150,000 | 250,000
ollo Number of individual patient records ] ystem
Bl reerl Cumulat Output 0 250,000
OPHT | stored in the USG-supported Health Quarterly HMUatve generated .
Information System. 79,649
TBD
B2 | M Percentage (%) effectiveness of HIS at | yg o), Cumulative | Special Study | Outcome | 0 TBD
the facilities that have used the USG-
supported Health Information System
Focus Area C
Intermediate ResultC.1:Strengthened capacity of health institutions to deliver quality clinical services
cl M A %) on PHC Ouali Baseline Y4 Speﬁial PHC - - - - 45% 45%
verage score (%) on Quality and Endline Discrete quaity Outcome | 0 ;
Assessment Tool assessment 25%
tool
Intermediate Result C.2: Community mobilization to strengthen clinic-community linkages to provide effective community based services
c2 M o ) ) ) 100,000 500,000 300,000 | 100,000 M
Number 9f participants In community Annually Discrete Project Output 0
based social mobilization activities records
0 163,148 683,957
Number of volunteers at communities
c3 M supporting Fhe implementation of‘ ‘ Annually ‘ Partner - - - 450 600 600
health activities and local health clinic ) Cumulative Outcome | 0
: - starting Y4 reports
renovation as part of the Champion 396
Community Approach
USD amount leveraged through . _ _ 60,000 20,000
C4 M community members in support of Annually . Partner 80,000
S L ) Discrete Outcome | 0
health activities and local clinic starting Y4 reports
renovations
Intermediate Result C.3: Strengthened capacity of health institutions to effectively use behavior change communication strategies
- - - 60% - 60%

C5 M

Percentage of individuals trained on
BCC methodologies who report
applying skills/knowledge acquired
through this training

Y4 only

Discrete

Special Study

Outcome | 0




Op. S. . .. Reporting Cumulative Base- Target Target Actual
No. M Indicator Description F Data S T i LOP LOP
requency IDiscrete ata Source ype ine Actual
Yl Y2 Y3 | Y4 | Y5
Focus Area E:
Intermediate Result E.|: Quality commodities delivered to support all other project activities
60 70 150 160
Number of facilities benefiting fi i
El M umber ot factl |.es ene. 'ting from Annually Cumulative Project Output 0 160
USG-funded medical equipment records
| 100 117
M Value (in USD) of procured ) 0.5M I7M 3M 4M 2M
E2 commodities delivered — disaggregated | Quarterly Discrete f;cojei‘f:lts Output 0 26.5M
o
as followed: 172,900 | 15,625,628 | 4,411,444
E2.1 Tgtal amount USQ of mec'iical 0 0 0 0
disposables/ supplies provided.
E2.2 Tota! amount USD of pharmaceuticals 0 1,249,399
provided.
E2.3 Tot.al amount USD of medical equipment 0 172,900 10,157,171 2,009,546
delivered.
E2.4 Total amount of USD of HIS provided. 0 4,219,053 1,674,272
E2.5 Totgl amount of USD of humanitarign 0 727.626
assistance/ emergency supplies provided




IMPACT INDICATORS

Indicator Description

Percentage on each of six impact indicators

Related
output
loutcome
indicator

Reporting
Frequency

Cumulative/
discrete

Data
source/data
collection
method

Baseline
(conducted
at Project
Y2)

Target

Actual
EOP

Im.l | Percentage of fully functional health care services related to El B2 Baseline & Discrete Impact Special stud 67% (for 70%
listed project provided medical equipment T EOP P P v ECG only) °
Im.2 Percentage of community-clinic boards reporting increased Baseline &
) participation in planning for health care services provided in C2,C3,C4 EOP Discrete Impact Special study 68% 70%
their community.
Im.3 Percentage improvement in efficiency in management and Baseline &
’ delivery of MOH health care services at facilities equipped Bl, B2 EOP Discrete Impact Special study 57% 70%
with the Project-provided Health Information System (HIS).
Percentage of satisfaction of clients with the quality of .
Im.4 services provided at health facilities that receive assistance cl, Baseline & Discrete Impact Special study 79% 75%
. 1,2,3,4,5,6 EOP
from the Project.
Im.5 Percentage of satisfaction of providers with the quality of Baseline &
) services provided at their health facility that are receiving 1,2, EOP Discrete Impact Special study 70% 70%
assistance from the Project.
Im.6 Percentage improvement in performance of MOH/NGO staff Baseline &
) who have completed project-assisted Leadership | EOP Discrete Impact Special study 56% 60%

Development Program. .(LDP)




ANNEX B: INDICATORS REFERENCE SHEETS



Impact Indicator Reference Sheet

Project Goal: Strengthen institutional capacities and performance of the Palestinian health sector, with special emphasis on building
confidence, promoting good governance, effective management practices, and improving quality of clinical services in the Palestine
Authority’s Ministry of Health.

Indicator Im: Percentage on each of six impact indicators

DESCRIPTION

Precise Definition(s): Impact refers to the long-term effect of the Project on the institutional capacities and performance
of the Palestinian health sector, with special emphasis on building confidence, promoting good governance, effective
management practices, and improving quality of clinical services in terms of quality, access, equity, efficiency, and sustainability.
The percentages are based on the assessment of the impact of specific project interventions. The six impact indicators are:
e Percentage of fully functional health care services related to listed project provided medical equipment
e  Percentage of community-clinic boards reporting increased participation in planning for health care services provided
in their community.
e Percentage improvement in efficiency in management and delivery of MOH health care services at facilities equipped
with the project-provided Health Information System (HIS).
e Percentage of satisfaction of clients with the quality of services provided at health facilities that receive assistance
from the Project.
e Percentage of satisfaction of providers with the quality of services provided at their health facility that are receiving
assistance from the Project.
e Percentage improvements in performance of MOH/NGO staff who have completed project-assisted Leadership
Development Program. (LDP)
Units of Measure: Percentage
Disaggregated by: None
Justification & Management Utility: Assessment will provide a snapshot of progress towards achieving the Project
goal.

PLAN FOR DATA ACQUISITION BY THE PROJECT

Data Collection Method: Health Facility Surveys (1.1 &1.3) / Client Exit Interview (1.4)/ Health Provider Survey (1.5) /
Survey with Community Clinic Board Members (1.2) / Surveys with Leadership Development Program participants (1.6)
Data Source(s): Health Facility, Clients, Health Providers, and Leadership Development Program participants
Frequency and Timing of Data Acquisition: 2010 and at end of the Project in Year 5.

Estimated Cost of Data Acquisition: Expensive, as the Project will subcontract a research firm to collect, enter, and
analyze data for this multi-component assessment.

Responsible Individuals at the Project: M & E Manager and Focus Area Team Leads

DATA QUALITY ISSUES

Date of Initial Data Quality Assessment: 201 |

Known Data Limitations and Significance (if any): Data limitations are identified per impact indicator.
Actions Taken or Planned to Address Data Limitations: Actions are identified per impact indicator.
Date of Future Data Quality Assessments: 2013 — in preparation for the end-of-project assessment.
Procedures for Future Data Quality Assessments: Per DRAFT guidance for Routine (Internal) Data Quality
Audit, MEASURE

PLAN FOR DATA ANALYSIS, REVIEW, AND REPORTING

Data Analysis: Percentages for each of the six impact indicator.

Presentation of Data: Spider-graph.

Review of Data: 2010 and at end-of-project assessment (2013).

Reporting of Data: 2010 Impact Assessment Report and End-of-Project Assessment Report.

OTHER NOTES

Notes on Baselines/Targets: Since the Impact Assessment in 2010 was undertaken towards the end of the second year
of project implementation, it is not a baseline but will serve as the point of reference for the end-of-project assessment. Refer
to impact indicators for specific values (2010 and targets for end-of-project).

PERFORMANCE INDICATOR VALUES

Year | Target Actual Notes

2009

2010

2011

2012

2013
THIS SHEET LAST UPDATED ON: 5 June 2012




Impact Indicator Reference Sheet

Project Goal: Strengthen institutional capacities and performance of the Palestinian health sector, with a special emphasis on
building confidence, promoting good governance and effective management practices, and improving quality of clinical services in the
Palestinian Authority’s MOH.

Indicator Im.| (EQUITY): Percentage of fully functional health care services related to listed Project provided medical
equipment

DESCRIPTION

Precise Definition(s): Health care service is considered fully functional if it meets ALL three criteria — (i) Service is
available in working condition; (ii) Trained personnel available to provide service; and (iii) Supplies (if any) for the service
are also available. Listed services are identified from the USAID-assisted Project database of medical equipment delivered to
health facilities. Calculation of fully functional services will be based on the level of clinic that such equipment is available,
per Palestine Authority, MOH guidelines.

Equipment
I. CT Scan
2. Intensive Care Unit (Bedside Monitor & Hi Freq. Ventilator)
3. Ultrasound
4. ECG
5. Defibrillator or DC Shock
6. Lab Equipment (Cell counter; culture incubator; chemical analyzer; and
spectrophotometer)
7. Mammography

Units of Measure: Percentage

Disaggregated by: Level of facility; Type of facility (MOH or NGO); and geographic location
Justification & Management Utility: This indicator measures the impact of The Project’s procurement of health
commodities on the access of Palestinian citizens’ access to health care services delivered by the MOH and relevant NGO
partners.

PLAN FOR DATA ACQUISITION BY THE PROJECT

Data Collection Method: Health Facility Survey

Data Source(s): Health Facility-In charge (MOH and NGO)

Frequency and Timing of Data Acquisition: 2010 and end-of-project in Year 5.

Estimated Cost of Data Acquisition: Medium. Collection, entry, and analysis of data will be outsourced to a research
firm.

Responsible Individuals at the Project: M & E Manager and Focus Area Team Leads

DATA QUALITY ISSUES

Date of Initial Data Quality Assessment: 201 |

Known Data Limitations and Significance (if any): Current report and based on self-report from Facility-in-Charge.
Data is based on all equipment at facility and is not unique to project provided equipment.

Actions Taken or Planned to Address Data Limitations: Triangulation through reports from providers and clients.
Date of Future Data Quality Assessments: 2013 — in preparation for the end-of-project assessment.

Procedures for Future Data Quality Assessments: Per DRAFT guidance for Routine (Internal) Data Quality Audit,
MEASURE

PLAN FOR DATA ANALYSIS, REVIEW, AND REPORTING

Data Analysis: Developing composite indicators for criteria-based fully functional equipment and frequency analysis.
Presentation of Data: Tables and charts.

Review of Data: 2010 and at end-of-project assessment (2013).

Reporting of Data: 2010 Impact Assessment Report and End-of-Project Assessment Report.

OTHER NOTES

Notes on Baselines/Targets:

PERFORMANCE INDICATOR VALUES

Year | Target Actual Notes

2009

2010 67% (ECG) To be calculated for remaining services

2011

2012

2013 | 70% All listed services will be fully functional in at least 70% of Project assisted
facilities.
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Impact Indicator Reference Sheet

Project Goal: Strengthen institutional capacities and performance of the Palestinian health sector, with special emphasis on
building confidence, promoting good governance, effective management practices, and improving quality of clinical services in the
Palestine Authority’s Ministry of Health.

Indicator Im.2 (ACCESS): Percentage of Community Clinic Boards (CCBs) reporting increased participation in

planning for health care services provided in their community.

DESCRIPTION

Precise Definition(s): “Community Clinic Boards” (CCB) refers to an organized voluntary body that includes
representatives from the community and health facility, formed with The Project support. “Planning and policy-making:
refers to the process of governance and management of services provided by the primary health care facility. “Health care
services” refers to preventative and treatment services provided at primary health care facility receiving project input.
“Community” refers to communities receiving project inputs through contracting a local CBO to conduct the Champion
Community Approach. “Increased participation” is assessed by self-reported effectiveness of CCBs in giving voice to
community health needs, bringing awareness of health rights, improving healthy behaviors, and improving provision of
health services. The indicator is averaged across these four components for an overall measure of participation in planning
and policy-making.

Units of Measure: Percentage

Disaggregated by: Geographic location and date of CCB formation

Justification & Management Utility: This indicator will measure the participation of communities in governance of
health facilities. The participation of CCBs in governance is crucial for reform as their increased capacity to strategically
identify, advocate for, and plan for improved community health services drives and sustains the larger public health reform
initiative.

PLAN FOR DATA ACQUISITION BY THE PROJECT

Data Collection Method: Surveys with Community Clinic Board Members (community representatives and health
providers).

Data Source(s): Self reports from Community Clinic Board Members (community representatives and health
providers).

Frequency and Timing of Data Acquisition: 2010 and end-of-project in Year 5.

Estimated Cost of Data Acquisition: Medium. Collection, entry, and analysis of data will be outsourced to a
research firm.

Responsible Individuals at the Project: M& E Manager and Focus Area Team Leads

DATA QUALITY ISSUES

Date of Initial Data Quality Assessment: 201 |

Known Data Limitations and Significance (if any): Based on self-reports — difficult to otherwise assess
increased participation.

Actions Taken or Planned to Address Data Limitations: Triangulation through self-reports from other
members of CCB.

Date of Future Data Quality Assessments: 2013 — in preparation for the end-of-project assessment.
Procedures for Future Data Quality Assessments: Per DRAFT guidance for Routine (Internal) Data Quality
Audit, MEASURE

PLAN FOR DATA ANALYSIS, REVIEW, AND REPORTING

Data Analysis: Average score on multidimensional effectiveness and frequency analysis.
Presentation of Data: Tables and charts.

Review of Data: 2010 and at end-of-project assessment (2013).

Reporting of Data: 2010 Impact Assessment Report and End-of-Project Assessment Report.

OTHER NOTES

Notes on Baselines/Targets:

PERFORMANCE INDICATOR VALUES

Year | Target Actual Notes

2009

2010 68%

2011

2012

2013 | 70%
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Impact Indicator Reference Sheet

Project Goal: Strengthen institutional capacities and performance of the Palestinian health sector, with special emphasis on
building confidence, promoting good governance, effective management practices, and improving quality of clinical services in the
Palestine Authority’s Ministry of Health.

Indicator Im.3 (EFFICIENCY): Percentage improvement in efficiency in management and delivery of MOH health
care services at facilities equipped with the Project-provided Health Information System (HIS).

DESCRIPTION

Precise Definition(s): Improvement in efficiency refers to greater ability to use facility-based information systems for
planning and decision-making at health facility and for patient care and treatment. Indicator is calculated as the percentage of
providers satisfied with the availability of information for decision-making about facility management and patient care and
treatment.

Units of Measure: Percentage

Disaggregated by: Geographic location, profession, and gender

Justification & Management Utility: This indicators measures the impact of the HIS provided through The Project
on the decision-making and planning capacity at the MOH facilities equipped with The Project provided HIS through
improving rapid and continued access to accurate and comprehensive data on management and delivery of health care
services. Improved decision-making and planning will increase the efficiency of health care governance, management, and
delivery.

PLAN FOR DATA ACQUISITION BY THE PROJECT

Data Collection Method: Survey with Health Facility-in-Charge and Information Users at facility.

Data Source(s): Self reports from health facility-in-charge and information users.

Frequency and Timing of Data Acquisition: 2010 and at the end-of-project in Year 5.

Estimated Cost of Data Acquisition: Medium. Outsourcing of collection, entry, and analysis of data to research
firm.

Responsible Individuals at the Project: M & E Manager and Focus Area Team Leads.

DATA QUALITY ISSUES

Date of Initial Data Quality Assessment: 201 |

Known Data Limitations and Significance (if any): Based on self reports — difficult to objectively verify.
Actions Taken or Planned to Address Data Limitations: Triangulation through self-reports from multiple
users at health facility.

Date of Future Data Quality Assessments: 2013 — in preparation for the end-of-project assessment.
Procedures for Future Data Quality Assessments: Per DRAFT guidance for Routine (Internal) Data Quality
Audit, MEASURE

PLAN FOR DATA ANALYSIS, REVIEW, AND REPORTING

Data Analysis: Frequency analysis.

Presentation of Data: Tables and charts.

Review of Data: 2010 and at end-of-project assessment (2013).

Reporting of Data: 2010 Impact Assessment Report and End-of-Project Assessment Report.

OTHER NOTES

Notes on Baselines/Targets: Need to select from amongst candidate indicators
PERFORMANCE INDICATOR VALUES

Year | Target Actual Notes

2009
2010 57%
2011
2012
2013 | 70%
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Performance Indicator Reference Sheet

Project Goal: Strengthen institutional capacities and performance of the Palestinian health sector, with special emphasis on building
confidence, promoting good governance, effective management practices, and improving quality of clinical services in the Palestine
Authority’s Ministry of Health.

Indicator Im.4 (QUALITY: CLIENTS): Percentage satisfaction of clients with the quality of services provided at health
facilities that receive assistance from The Project.

DESCRIPTION

Precise Definition(s): “Quality of services” is defined as relevance, effectiveness, and efficiency of health services in
relation to international best practices applicable to the Palestinian context. Client satisfaction will evaluate health services
provided at health facilities that receive project inputs from The Project under Focus Areas C&D. Clients will rate their
experiences at health facilities by considering separately for the cleanliness of the health facility interior and exterior, waiting
time, willingness to come back to facility for care, satisfaction with working hours, and overall satisfaction with health
services at facility. Aggregation of scores on each of these separate dimensions and dividing by maximum possible score
results in percentage measure of satisfaction with quality.

Units of Measure: Percentage

Disaggregated by: Type of facility, geographic location, reason for visit, and gender of client.

Justification & Management Utility: This measure indicates quality of health care available at MOH/NGO health facilities
from the perspective of clients. The Project identifies three principal dimensions that indicate service quality in health care:
relevance, effectiveness, and efficiency. Using a conceptual tri-part framework enables the Project to describe a holistic
picture of quality of health care services at project-assisted facilities.

PLAN FOR DATA ACQUISITION BY THE PROJECT

Data Collection Method: Exit Survey with clients visiting health facility for care.

Data Source(s): Self reports from clients.

Frequency and Timing of Data Acquisition: 2010 and at the end-of-project in Year 5.

Estimated Cost of Data Acquisition: Medium. Outsourcing of collection, entry, and analysis of data to research firm.
Responsible Individuals at the Project: M & E Manager and Focus Area Team Leads.

DATA QUALITY ISSUES

Date of Initial Data Quality Assessment: 201 |

Known Data Limitations and Significance (if any): Based on self reports — difficult to objectively verify. Some
dimensions of quality may not be directly impacted by The Project interventions.

Actions Taken or Planned to Address Data Limitations: Triangulation through self-reports from multiple users at
health facility and breaking down quality and satisfaction into logical and systematic parts.

Date of Future Data Quality Assessments: 2013 — in preparation for the end-of-project assessment.

Procedures for Future Data Quality Assessments: Per DRAFT guidance for Routine (Internal) Data Quality Audit,
MEASURE

PLAN FOR DATA ANALYSIS, REVIEW, AND REPORTING

Data Analysis: Frequency analysis.

Presentation of Data: Tables and charts.

Review of Data: 2010 and at end-of-project assessment (2013).

Reporting of Data: 2010 Impact Assessment Report and End-of-Project Assessment Report.

OTHER NOTES

Notes on Baselines/Targets:

PERFORMANCE INDICATOR VALUES

Year | Target Actual Notes

2009

2010 79%

2011

2012

2013 | 75%
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Performance Indicator Reference Sheet

Project Goal: Strengthen institutional capacities and performance of the Palestinian health sector, with special emphasis on building
confidence, promoting good governance, effective management practices, and improving quadlity of clinical services in the Palestine
Authority’s Ministry of Health.

Indicator Im.5 Percentage satisfaction of providers with the quality of services provided at their health facility that are
receiving assistance from the Project.

DESCRIPTION

Precise Definition(s): “Quality of services” is defined as relevance, effectiveness, and efficiency of health services in relation
to international best practices applicable to the Palestinian context. Provider satisfaction will evaluate health services provided
at PHC and SHC health facilities that receive project inputs from The Project. Providers will rate their experiences in
providing health care services by considering a variety of operational and process factors at health facilities. The factors
currently scored are — availability of written job description, conduct of performance evaluation, frequency of staff meetings,
ease of patient access, usual availability of medical drugs and equipment, satisfaction with supervisory mechanism, like being an
employee at the facility, and satisfaction with overall quality at health facility. Scores on these separate items will be
aggregated and divided by the maximum score to arrive at an overall measure of percentage satisfaction.

Units of Measure: Percentage

Disaggregated by: Type of facility, health profession, geographic location, and gender of provider.

Justification & Management Utility: This measure indicates quality of health care available at MOH/NGO health facilities
from the perspective of clients. The Project identifies three principal dimensions that indicate service quality in health care:
relevance, effectiveness, and efficiency. Using a conceptual tri-part framework enables the Project to describe a holistic
picture of quality of health care services at project-assisted facilities.

PLAN FOR DATA ACQUISITION BY THE PROJECT

Data Collection Method: Survey with health providers at facility.

Data Source(s): Self reports from health providers.

Frequency and Timing of Data Acquisition: 2010 and at the end-of-project in Year 5.

Estimated Cost of Data Acquisition: Medium. Outsourcing of collection, entry, and analysis of data to research firm.
Responsible Individuals at the Project: M & E Manager and Focus Area Team Leads.

DATA QUALITY ISSUES

Date of Initial Data Quality Assessment: 201 |

Known Data Limitations and Significance (if any): Based on self reports — difficult to objectively verify. ltems

Actions Taken or Planned to Address Data Limitations: Triangulation through self-reports from multiple providers at
health facility and by systematically assessing operational and process factors in determining satisfaction with quality of
services.

Date of Future Data Quality Assessments: 2013 — in preparation for the end-of-project assessment.

Procedures for Future Data Quality Assessments: Per DRAFT guidance for Routine (Internal) Data Quality Audit,
MEASURE

PLAN FOR DATA ANALYSIS, REVIEW, AND REPORTING

Data Analysis: Frequency analysis.

Presentation of Data: Tables and charts.

Review of Data: 2010 and at end-of-project assessment (2013).

Reporting of Data: 2010 Impact Assessment Report and End-of-Project Assessment Report.

OTHER NOTES

Notes on Baselines/Targets:

PERFORMANCE INDICATOR VALUES

Year | Target Actual Notes

2009

2010 70%

2011

2012

2013 | 70%
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Performance Indicator Reference Sheet

Project Goal: Strengthen institutional capacities and performance of the Palestinian health sector, with special emphasis on building
confidence, promoting good governance, effective management practices, and improving quality of clinical services in the Palestine
Authority’s Ministry of Health.

Indicator Im.6 (SUSTAINABILITY): Percentage improvement in performance of MOH/NGO staff who have completed
project-assisted Leadership Development Program (LDP)

DESCRIPTION

Precise Definition(s): Improvements in performance refers to the impact of the LDP training on the individual performance
of MOH/NGO staff. This will be measured through an average score of —

e Percentage of milestones accomplished in Change Initiative Strategic Plans developed by each Change Agent

e Percentage of Change Agents satisfied with the implementation of their Change Initiative Strategic Plans
“Change Agents” are the MOH/NGO staff trained in LDP by The Project. “Change Initiative Strategic Plans” is the planning
framework developed to guide the Change Agent in his/her implementation of a self-selected reform initiative. Satisfaction of
trainee will be measured through a guided survey.
Units of Measure: Percentage
Disaggregated by: Type of institution (MOH/NGO), Occupation, Gender, and theme of Change Initiative Strategic Plan.
Justification & Management Utility: The indicator demonstrates that the building of leadership capacity for institutional
change supports the sustainability reform efforts.

PLAN FOR DATA ACQUISITION BY THE PROJECT

Data Collection Method: Surveys with LDP participants.

Data Source(s): Self reports from LDP participants.

Frequency and Timing of Data Acquisition: 2010 and at the end-of-project in Year 5.

Estimated Cost of Data Acquisition: Medium. Outsourcing of collection, entry, and analysis of data to research firm.
Responsible Individuals at the Project: M & E Manager and Focus Area Team Leads.

DATA QUALITY ISSUES

Date of Initial Data Quality Assessment: 201 |

Known Data Limitations and Significance (if any): Based on self reports — difficult to objectively verify.

Actions Taken or Planned to Address Data Limitations: Systematic and logical deconstructing of Change
Initiative, Actions Taken, and Measures of Success.

Date of Future Data Quality Assessments: 2013 — in preparation for the end-of-project assessment.

Procedures for Future Data Quality Assessments: Per DRAFT guidance for Routine (Internal) Data Quality Audit,
MEASURE

PLAN FOR DATA ANALYSIS, REVIEW, AND REPORTING

Data Analysis: Frequency analysis.

Presentation of Data: Tables and charts.

Review of Data: 2010 and at end-of-project assessment (2013).

Reporting of Data: 2010 Impact Assessment Report and End-of-Project Assessment Report.

OTHER NOTES

Notes on Baselines/Targets:

PERFORMANCE INDICATOR VALUES

Year | Target Actual Notes

2009

2010 56%

201 |

2012

2013 | 60%
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Performance Indicator Reference Sheet \

Cross Cutting Indicator — Training

Indicator No. | Total Number of individuals trained through the Project
I

Indicator Description (Detailed definition)

Precise Definition(s): This indicator will report the total number of individuals trained through the Project and will be reflected
in the following sub- indicators:

1.1 - (3.1.6 MCH) Number of individuals trained in health systems operations: ( counts individuals trained in
management, leadership, finance and HIS)

1.2 - (3.1.6 -19 MCH) Number of medical and paramedical practitioners trained in evidence-based clinical
guideline: (counts individuals whose profession is doctors, nurses, or clinical managers that receive clinical training using evidence-
based clinical guidelines through the Project.

1.3 - Number of individuals trained in other topics disaggregated as follows:

e No. of individuals trained in procurement related topics
¢ No. of community members trained

Unit of Measure: Number.

Disaggregated by: type of document

Justification & Management Uetility: Training cuts across all focus areas under the Project. This indicator tracks all trained
individuals and areas of training they received.

Plan for Data Acquisition by the Project

Data Source : Project Records / database

Data collection Method: Attendance sheets to be submitted by technical training officer to M&E for data entry into M&E
database

Frequency : Quarterly

Estimated Cost: Low

Responsible individual at the Project: Training Officer, M&E coordinator and M&E Manager
Data Quality

Date of Initial Data Quality Assessment: 2010

Known Data limitations and significance (if any): Training attendees do not provide ID numbers therefore the unique
identifier for individuals is the name. Some cases of duplication may occur for women who use maiden and married names and for
some individuals who use different family names which is common in the Palestinian context.
Actions to address data limitations: A database clean-up will be scheduled prior to the annual report to identify names that

may have been duplicated therefore the numbers reflected in the annual report will be the most accurate.
Date of future data quality assessments: Annual

Procedure for data quality assessments: Database review of names.
Plan for Data Analysis, Review & Reporting

Data Analysis: The M&E manager will provide descriptive data of training types and analyze the data over time to see if project
targets are being met.

Presentation of Data: Number and narrative.

Review of Data: Annually.

Reporting of Data: Annual progress report.
Other Notes : Baseline is 0

Performance Indicator Values

Year Target Actual Notes

FYI -

FY2 -

FY3 - 2763 This Value is the cumulative number (end of Y3)

FY4 1485 The Y4 Target of 1485 is the sum of sub-indicator targets |.| through 1.3, using the
following values: |.1 = Target of 425 (please note that while the USAID provided
target is 425, the Project actually expects to reach at least 970 because of an
expansion to the HIS scope) 1.2 = Target of 600, and |.3 = target of 460

FY5 455 Sub-indicator targets: 1.1=200, 1.2=100, and 1.3=155




LOP 4703

THIS SHEET LAST UPDATED ON: 5 June 2012




Performance Indicator Reference Sheet

Indicator 1.4: Percentage of trained individuals applying skills/knowledge acquired from USG-funded training provided under The
Project.

DESCRIPTION

Precise Definition(s): The percentage of participants from the total number of individuals attending USG-supported training
events under the Project. Trainees from HIS and community training events will be excluded as the HIS training is ongoing and not a
discrete event and for community members it is difficult to ascertain application of training in work. Application of skills/knowledge
refers to making use of the skills and knowledge that were acquired through the training. Application of training is calculated as a
percentage aggregated across six domains that reflect application of training. The six domains are — (i) sharing with colleagues
knowledge gained from training; (ii) encouraging colleagues to participate in this training; (i) being able to apply at work the skills
gained from training; (iv) able to undertake new tasks at work based on training; (v) reflecting on training to provide lessons learnt;
and (vi) providing example of application of lesson learnt from training.

Units of Measure: Percentage.

Disaggregated by: Gender, MOH/NGO, geographic location, occupation (medical, para-medical, community health worker, etc.),
topic (leadership and management, monitoring and evaluation, preventive maintenance of procured equipment), and the technical
priorities specified in Table 5 of the contract (essential maternal health services, essential child survival interventions, chronic
diseases, injury prevention, water and sanitation, and women’s health).

Justification & Management Utility: Evaluating application of skills’/lknowledge gained during training will inform the Project
about the outcome of training on the performance of participants.

PLAN FOR DATA ACQUISITION BY THE PROJECT

Data Collection Method: Phone-based survey to be conducted six months post the training session. The survey will be tailored
according to each training topic to examine application of skills/knowledge by the trainee who received the training.

Data Source(s): Representative sample of training participants.

Frequency and Timing of Data Acquisition: February 201 | and every six months subsequently till the end-of-project.
Estimated Cost of Data Acquisition: Medium. Outsourcing of collection, entry, and analysis of data through research firm.
Responsible Individuals at the Project: M& E Manager and Focus Area Team Leads

DATA QUALITY ISSUES

Date of Initial Data Quality Assessment: 201 |

Known Data Limitations and Significance (if any): Implementation of phone-based survey methodology and based on self-
reports. Non-response on account of missing/invalid contact phone number.

Actions Taken or Planned to Address Data Limitations: Pilot test and training of data collectors as well as quality control
measures during data collection, including but not limited to spot checks. Cross-checking of contact information submitted at time
of participation in training. Announcing during training that sampled respondents will be contacted over phone to follow-up on
training.

Date of Future Data Quality Assessments: 2012 based on 201 | survey and 2013 prior to end-of-project assessment.
Procedures for Future Data Quality Assessments: Per DRAFT guidance for Routine (Internal) Data Quality Audit, MEASURE

PLAN FOR DATA ANALYSIS, REVIEW, AND REPORTING

Data Analysis: Frequency and trend analysis.

Presentation of Data: Tables and charts.

Review of Data: Annually

Reporting of Data: Training Follow-up survey report and Annual Progress Report

OTHER NOTES

Notes on Baselines/Targets:

PERFORMANCE INDICATOR VALUES

Year Target Actual Notes

FYI 0% Baseline is zero

FY2 40% 78%

FY3 55% Data will be collected and reported in Y4. Study protocol is to wait 6 months
after the training.

FY4 65% Data will be collected and reported in Y5

FY5 75%

THIS SHEET LAST UPDATED ON: 5 June 2012




Performance Indicator Reference Sheet

Cross Cutting Indicator — On-the-job Technical Assistance

Indicator No. | Number of individuals who receive direct on-the-job technical assistance through project
2:

Indicator Description (Detailed definition)

Precise Definition(s): This indicator counts unique number of individuals receiving direct on-the-job technical assistance which
means coaching and mentoring conducting by staff or consultants or subcontractors or vendors providing equipment to improve
the quality and the performance of MOH and NGO staff. This indicator covers all direct on the job technical assistance provided
through Focus Areas C, D and E.

Unit of Measure: Number

Disaggregated by: PHC, SHC and procurement related on the job technical assistance.

Justification & Management Utility: On-the-job technical assistance is a major intervention of the Project to improve the
quality of healthcare at PHC and SHC levels and to enhance the capacity of staff at MOH and NGOs to utilize and maintain
equipment provided through the project. Such assistance is going to reflect on some outcome and impact indicators.

Plan for Data Acquisition by the Project

Data Source : Project Records

Data collection Method: Lists of individuals receiving on-the-job technical assistance (with types of technical assistance
provided) to be submitted to M&E team on annual basis

Frequency : Annual

Estimated Cost: Low

Responsible individual at the Project: Focus Areas C, D, E representatives and M&E coordinator and M&E Manager
Data Quality

Date of Initial Data Quality Assessment: 2010

Known Data limitations and significance (if any):

Actions to address data limitations:

Date of future data quality assessments: Annual

Procedure for data quality assessments: Review lists provided by each focus area representative
Plan for Data Analysis, Review & Reporting

Data Analysis: The M&E manager will provide descriptive data of training types and analyze the data over time to see if project
targets are being met.

Presentation of Data: Number and narrative.

Review of Data: Annually.

Reporting of Data: Annual progress report.
Other Notes :

Performance Indicator Values

Year Target Actual Notes
FY1
FY2
FY3 ZE] (153 PHC , 278 procurement)
FY4 550
FY5 550
LOP 550




Performance Indicator Reference Sheet \

Cross Cutting Indicator: Production of Documents

Indicator Number of technical documents (laws, policies, regulations, guidelines...etc)produced with USG support through
No. 3: the Project and submitted to the MOH

Indicator Description (Detailed definition)

Precise Definition(s): This indicator measures the number of documents which fall under one of the following categories that
were drafted, updated, improved or shared in a process that involves multiple partners and stakeholders to improve the access,
use and quality of healthcare services. |-Laws, policies and regulations related to governance, human resource management,
health financing, or health service delivery.2- Clinical guidelines, protocols and job aids, procedures and manuals 3-Training
curriculums and training aids

“USG support” includes direct project assistance in drafting as well as advisory and capacity building support

“Submitted” means that a final version was handed over to the counterpart point person at the MOH and proof of submission is
obtained.

Unit of Measure: Number.
Disaggregated by: type of document
Justification & Management Utility: Reforming policies, regulations, and guidelines is a key component of health sector
reform, and this measures the project’s role in facilitating reforms at the central level. National reforms are critical for
addressing sustainability, equity, quality and access of/to services. It is important to highlight that the participatory process of
drafting, developing and sharing of these documents is of major importance as it involves different stakeholders in the
Palestinian health sector whose input is incorporated in the final product submitted to the MOH
Plan for Data Acquisition by the Project
Data Source : Project Records
Data collection Method: Document Tracing Matrix (Project Records)/ Proof of document handover
Frequency : Annually
Estimated Cost: Low
Responsible individual at the Project: Focus Area A representative/ Quality representative and M&E Manager
Data Quality
Date of Initial Data Quality Assessment: 2010
Known Data limitations and significance (if any): It is not the number that is important; it is the relevance of the
improvements to law, policy, regulation, or guideline to health sector reform that is of significance. Attribution of improvements
to project support could be difficult to prove.
Actions to address data limitations: There will be a narrative included in the reporting of this indicator that will describe
the significance of the revision/s to the improvement of governance and overall health sector reform. Technical project staff

involved in assisting the MOH in developing drafts or amendments will provide documentation of the role that they played.
Date of future data quality assessments: Annual

Procedure for data quality assessments: The M&E manager will conduct an annual internal data review to confirm that
there is adequate documentation in the M&E files to ensure that a soft or hard copy of these documents are available for audit

purposes and proof of submission of final version to an MOH representative is also available.
Plan for Data Analysis, Review & Reporting

Data Analysis: The M&E specialist will analyze the data over time to see if project targets are being met.
Presentation of Data: Number and narrative.
Review of Data: Annually.

Reporting of Data: Annual progress report.
Other Notes : Baseline is 0

Performance Indicator Values

Year Target Actual Notes
FYI

FY2

FY3 48

FY4 52

FY5 52

LOP 52
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Performance Indicator Reference Sheet

Cross Cutting indicator : Institutionalization of project processes and products

Indicator Number of reform processes and products institutionalized at the MOH
No. 4:
Indicator Description (Detailed definition)
Precise Definition(s): This indicator measures the number of
Processes: interventions introduced by the Project at MOH facilities, units and departments.
Products: documents produced, revised or updated with project support
Institutionalized means that these processes and documents have become functional at the MOH and the level of functionality
for each planned process or product is defined in the document attached to this reference sheet Annex C
Unit of Measure: Number.
Disaggregated by: none
Justification & Management Utility: Focus Area A aims at improving the institutional capacity of the MOH by introducing
processes and functional regulatory documents and this indicator reflects the specific capacity building interventions of the
project.

Plan for Data Acquisition by the Project

Data Source : Project Records

Data collection Method: Review and update list of project institutionalized processes and products

Frequency : Annually and EOP

Estimated Cost: Low

Responsible individual at the Project: Component: Focus Area A representative and M&E Manager

Data Quality

Date of Initial Data Quality Assessment: 201 |

Known Data limitations and significance (if any): proof of institutionalization may be difficult to obtain.

Actions to address data limitations: The Project will obtain a letter from the relevant MOH counterpart stating the
functionality of the processes and documents involved. The proof of institutionalization is defined for each process or document

separately in a tracking sheet. (Annex C)
Date of future data quality assessments: Annual

Procedure for data quality assessments: The M&E manager will conduct an annual internal data review to confirm that
there is adequate documentation in the M&E files in the form of letters/ documents from the MOH to support
institutionalization

Plan for Data Analysis, Review & Reporting

Data Analysis: The M&E manager will analyze the data over time to see if project targets are being met.
Presentation of Data: Number and narrative.
Review of Data: Annually.
Reporting of Data: Annual progress report.
Other Notes : baseline is 0

Performance Indicator Values
Year Target Actual Notes

FYI -

FY2 -

FY3 -

FY4 -

FY5 25

LOP 25 Some project documents will be institutionalized within the MOH. The project will
report accordingly. See Annex C
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Performance Indicator Reference Sheet

Cross Cutting Indicator —Local Institutions Assisted

Indicator Number of local organizations provided with technical assistance for health-related institutional capacity building
No. 5

Indicator Description (Detailed definition)

Precise Definition(s): Local institutions include: non-governmental organizations (NGOs) and community-based
organizations (CBOs) provided with technical assistance means:

For NGOs: capacity strengthening support through either IDPs or strategic plan or grants

For CBOs: local organizations that have been contracted to conduct health activities as part of the Champion Community
Approach conducted by the project.

Unit of Measure: Number

Disaggregated by: NGO, CBO. Other

Justification & Management Utility: Tracks all local institutions receiving assistance from the project.

Plan for Data Acquisition by the Project

Data Source : Project Records / database

Data collection Method: Aggregate lists of institution receiving any type of assistance / cross checked to remove duplication
Frequency : Quarterly

Estimated Cost: Low

Responsible individual at the Project: M&E coordinator and M&E Manager

Data Quality

Date of Initial Data Quality Assessment: 2010

Known Data limitations and significance (if any):

Actions to address data limitations:
Date of future data quality assessments: Annual

Procedure for data quality assessments: Database review of local institutions assisted and type of assistance provided
Plan for Data Analysis, Review & Reporting

Data Analysis: The M&E manager will provide descriptive data and analyze the data over time to see if project targets are
being met.

Presentation of Data: Number and narrative.

Review of Data: Annually.

Reporting of Data: Annual progress report.
Other Notes :

Performance Indicator Values

Year Target Actual Notes
FYI -
FY2 25 43
FY3 25 22 38 CBOs and 27 NGOs have received assistance up to Y3
40 additional CBOs and 5 new NGOs expected till the end of the project.
FY4 25 This indicator is a standard indicator. The target of 25 was set by HHA and cannot

be changed as it was sent to Washington.
Note that this target will be exceeded as about 35 new CBOs will be contracted
and another 3 new NGOs will receive grants

FY5 25 10 new CBOs planned for Y5 and perhaps 3 new NGOS — target may not be
reached.
LOP 100 LOP target may be met and even exceeded.
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Performance Indicator Reference Sheet

Cross Cutting Indicator —Local Institutions Assisted

Indicator Number of MOH facilities assisted to provide quality healthcare services
No. 6

Indicator Description (Detailed definition)

Precise Definition(s): MOH facilities include PHC and SHC clinics and hospitals
Assisted means:

those institutions that have received any of the following: technical capacity building through on the job coaching, training, HIS,
equipment

Unit of Measure: Number
Disaggregated by: PHC, SHC
Justification & Management Utility: Tracks MOH facilities receiving any type of assistance from the project.

Plan for Data Acquisition by the Project

Data Source : Project Records / database

Data collection Method: Aggregate lists of institution receiving any type of assistance / cross checked to remove duplication
Frequency : Annual

Estimated Cost: Low

Responsible individual at the Project: M&E coordinator and M&E Manager
Data Quality

Date of Initial Data Quality Assessment: 2010

Known Data limitations and significance (if any):

Actions to address data limitations:

Date of future data quality assessments: Annual

Procedure for data quality assessments: Database review of local institutions assisted and type of assistance provided
Plan for Data Analysis, Review & Reporting

Data Analysis: The M&E manager will provide descriptive data of training types and analyze the data over time to see if
project targets are being met.

Presentation of Data: Number and narrative.

Review of Data: Annually.

Reporting of Data: Annual progress report.
Other Notes :

Performance Indicator Values

Year Target Actual Notes

FYI -

FY2 -

FY3 - 136 (12 SHC and 124 PHC)
FY4 170

FY5 170

LOP 170
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Performance Indicator Reference Sheet

Focus Area A: Institutional Capacity Strengthening and Professional Development

IR: A.l: Strengthened capacity of MOH staff and systems in the provision of quality, sustainable and equitable healthcare services ‘
Indicator Number of MOH departments receiving capacity building support with USG support through the Project
No. Al:
Indicator Description (Detailed definition)
Precise Definition(s):
Departments: Functional within the organizational structure of the MOH that the Project supports directly. These units do not
include clinics or hospitals or regional health directorates.
Receiving capacity strengthening support with USG support: personnel working in these departments receiving and participating
in functional training, study tours, technical assistance through STTA consultants and directly through project staff.
Unit of Measure: Number.
Disaggregated by: none
Justification & Management Utility: Focus area A aims at improving the institutional capacity of the MOH by developing
the skills of MOH personnel working in functional in various managerial and technical units and this indicator reflects the areas
where the Project contributed to strengthening the capacity of MOH as an institution.
Plan for Data Acquisition by the Project
Data Source : Project Records
Data collection Method: Unit support document ( develop a list of units the Project supports and what kind of capacity
strengthening they receive
Frequency : Annually
Estimated Cost: Low
Responsible individual at the Project: Component: Focus Area A representative and M&E Manager
Data Quality
Date of Initial Data Quality Assessment: 2012
Known Data limitations and significance (if any): The number does not reflect the type of capacity of strengthening
support and any significant outcome of this support
Actions to address data limitations: There will be a narrative included in the reporting of this indicator that will describe

the significance of the support of the functioning of the unit supported.
Date of future data quality assessments: Annual

Procedure for data quality assessments: The M&E manager will conduct an annual internal data review to confirm that
there is adequate documentation in the M&E files to prove the type of support provided for these units.

Plan for Data Analysis, Review & Reporting

Data Analysis: The M&E specialist will analyze the data over time to see if project targets are being met.
Presentation of Data: Number and narrative.
Review of Data: Annually.
Reporting of Data: Annual progress report.
Other Notes :

Performance Indicator Values

Year Target Actual Notes

FYI

FY2

FY3 22

FY4 22 Target reached in Y3 and will remain the same for the rest of the project.
FY5 22

LOP 22
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Performance Indicator Reference Sheet
Focus Area A: Institutional Capacity Strengthening and Professional Development

IR: A.I: Strengthened capacity of MOH staff and systems in the provision of quality, sustainable and equitable healthcare
services

Indicator | Number of individuals receiving fellowships with USG support through the Project
No. A2:

Indicator Description (Detailed definition)

Precise Definition(s):
This indicator counts the number of individuals receiving fellowships through the project. These fellowships include:

e Al-Quds University fellowship in Health Administration: the indicator will count the number of individuals
enrolled in the program with project support.

Unit of Measure: Number

Disaggregated by: Gender: male / female

Justification & Management Utility: Focus area A aims at improving the institutional capacity of the MOH by
developing the skills of MOH personnel working in functional in various managerial and technical units and this indicator

reflects the investment in the human capital as a basis for improvement in the performance of the Palestinian health
sector.
Plan for Data Acquisition by the Project
Data Source : Project Records
Data collection Method: A fellowship tracker will be updated on quarterly basis to include the number of fellows
enrolled. Fellowships through the grants program will be tracked through the grants quarterly report.
Frequency : Annually
Estimated Cost: low
Responsible individual at the Project: Component: Training Officer, M&E database coordinator and M&E Manager
Data Quality
Date of Initial Data Quality Assessment: 201 |
Known Data limitations and significance (if any): The number does not reflect the outcome of these
fellowships on the knowledge and skills of the fellows
Actions to address data limitations: There will be a narrative included in the reporting of this indicator that will
report on the results of a pre/post functional knowledge test that the fellows from Al-Quds university will undertake as
part of the program. Fellowships through grants will also be supported by a narrative section that will reflect what new

skills were acquired by the fellows.
Date of future data quality assessments: Annually

Procedure for data quality assessments: The Training Officer and the M&E database coordinator will ensure that the

fellowship tracker is updated on a quarterly basis.
Plan for Data Analysis, Review & Reporting

Data Analysis: Progress against target
Presentation of Data: Number and narrative.
Review of Data: Annually.

Reporting of Data: Annual progress report.
Other Notes :

Performance Indicator Values

Year Target Actual Notes

FYI 0 0

FY2 0 0

FY3 - 8l 81 fellows enrolled in Al Quds Open University

FY4 64 In Y4 the project will only support 64 fellows of the 81 originally enrolled to Al-

Quds University that are progressing through the program and are expected to
graduate within the lifetime of the project.

FY5 64

LOP 64 Orriginally the project received a list of 170 potential fellows to Al Quds
University Health Administration Program. However, the minister approved 81
only... 17 of whom did not meet the minimum requirements to progress
through the program within the lifetime of the project. Therefore the project
decided to support and track the progress of 64 fellows who met the
requirements by the beginning of Y4 of the project.
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Performance Indicator Reference Sheet
Focus Area A : Institutional Capacity Strengthening and Professional Development

Intermediate Result A.2: Enhanced capacity of NGOs to provide quality complementary healthcare services

Indicator Number of beneficiaries from NGOs
No. A3:

Indicator Description (Detailed definition)

Precise Definition(s): This indicator tracks the number of beneficiaries from activities conducted by NGOs receiving support
through grants. No. of beneficiaries will be reported as “participants” and not individuals

Unit of Measure: Number

Disaggregated by: Gender (M/F/Disabled)

Justification & Management Utility: This indicator will allow us to track beneficiaries from NGOs through grants by type of
service provided and is necessary for reporting purposes.

Plan for Data Acquisition by the Project

Data Source : Grants reports

Data collection Method: Grants beneficiary Tracker review

Frequency : Quarterly

Estimated Cost: low

Responsible individual at the Project: Component: Grants Officer and M&E Officer

Data Quality

Date of Initial Data Quality Assessment: 201 |

Known Data limitations and significance (if any): The number contains duplication as beneficiaries may be shared
by more than one NGO. NGOs may also not have the capacity or system to track beneficiaries as unique
individuals.

Actions to address data limitations: Number will be reported as “participants” while trying to limit duplication to areas beyond
project control. Duplication at one NGO will be minimized through M&E capacity building of the NGOs receiving grants and
through data audit visits to ensure that the system used by the NGO does not allow for duplication.

Date of future data quality assessments: Annually

Procedure for data quality assessments: Data Audit visits to NGOs. Findings will be reported in the M&E field visit reports.
Plan for Data Analysis, Review & Reporting

Data Analysis: Descriptive
Presentation of Data: Tables, graphs. Narrative
Review of Data: Annually
Reporting of Data: Annual Reports
Other Notes :

Performance Indicator Values

Year Target Actual Notes

FYI 0 0

FY2

FY3

FY4 25,000

FY5 15,000 Target may change because it is difficult to project and is dependent on the number
of grants signed

LOP 40,000
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Performance Indicator Reference Sheet

Focus Area : Institutional Capacity Strengthening and Professional Development

Intermediate Result A.2: Enhanced managerial capacity of NGOs to provide quality complementary healthcare services

Indicator % Satisfaction of beneficiaries from services provided by NGOs receiving grants
No. A4:

Indicator Description (Detailed definition)

Precise Definition(s): Percent satisfaction will be derived from a special study conducted to assess the level of satisfaction of a
sample of beneficiaries from NGOs receiving grant support through the project. The sample for this special study will be derived
from beneficiary contact lists provided by the NGO:s. It is important to take into consideration that not all beneficiary contacts can
be provided due to privacy issues. Only a sample of beneficiaries whose names and contact information is provided by the NGOs
will be contacted.

Unit of Measure: Percentage

Disaggregated by: Gender (M/F/Disabled)
Justification & Management Utility: This indicator serves as a proxy to measure the quality of services provided through
NGO:s.

Plan for Data Acquisition by the Project

Data Source: A satisfaction survey will be conducted by project staff through direct meetings or through phone calls to the
beneficiaries.

Data collection Method: Phone survey (with informed consent) or direct contact with beneficiaries

Frequency : Annually starting Y4

Estimated Cost: medium

Responsible individual at the Project: Component: Grants Officer and M&E Manager

Data Quality

Date of Initial Data Quality Assessment: 2012

Known Data limitations and significance (if any): The % will not reflect the satisfaction of specific target groups whose
contact information cannot be released by the NGO for privacy issues.

Actions to address data limitations: NGOs will be asked to obtain informed consent of service recipients to release their
information for research purposes.

Date of future data quality assessments: Annually

Procedure for data quality assessments:

Plan for Data Analysis, Review & Reporting

Data Analysis: Descriptive
Presentation of Data: Tables, graphs. Narrative
Review of Data: Annually

Reporting of Data: Annual Reports
Other Notes :

Performance Indicator Values

Year Target Actual Notes
FYI 0 0

FY2 0 0

FY3 0 0

FY4 90%

FY5 90%

LOP 90%
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Performance Indicator Reference Sheet

Focus Area : Institutional Capacity Strengthening and Professional Development

Intermediate Result A.2: Enhanced managerial capacity of NGOs to provide quality complementary healthcare services
Indicator Number of grants awarded to selected NGOs
No. A5:

Indicator Description (Detailed definition)

Precise Definition(s): This indicator will track the number of grants approved by USAID and awarded to select NGOs.
Selected NGOs: are non-governmental organizations that apply for USAID grants through the Project and that receive vetting
approval to receive USAID funding

Awarded means: grant agreement signed

Unit of Measure: Number

Disaggregated by:

Justification & Management Utility: This indicator tracks grant support to Palestinian NGOs primarily working in the field of
rehabilitation or offering complementary services to the services offered by the MOH

Plan for Data Acquisition by the Project

Data Source : Project records

Data collection Method: Review of grants tracker

Frequency : Annual

Estimated Cost: low

Responsible individual at the Project: Component: Grants Officer and M&E coordinator
Data Quality

Date of Initial Data Quality Assessment: 2012

Known Data limitations and significance (if any):
Actions to address data limitations:

Date of future data quality assessments: Annually
Procedure for data quality assessments:

Plan for Data Analysis, Review & Reporting

Data Analysis:
Presentation of Data:
Review of Data: Annually

Reporting of Data: Annual Reports
Other Notes :

Performance Indicator Values

Year Target Actual Notes
FYI 0 0

FY2 10 10

FY3 20 I5

FY4 25

FY5 30

LOP 30
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Performance Indicator Reference Sheet

Focus Area B : Health Information System

Intermediate Result A.2: Enhanced managerial capacity of NGOs to provide quality complementary healthcare services
Indicator | Number of individual patient records stored in the USG-supported Health Information System.
No. BI

Indicator Description (Detailed definition)

Precise Definition(s):

As per OPHT 3.1.5 definition

Unit of Measure: Number

Disaggregated by:

Justification & Management Utility: Reflects HIS implementation at the targeted facilities.

Plan for Data Acquisition by the Project

Data Source : HIS generated

Data collection Method: Obtain HIS report From HIS team
Frequency : Quarterly

Estimated Cost: low

Responsible individual at the Project: Component: HIS Officer and M&E Manager
Data Quality

Date of Initial Data Quality Assessment: 2012

Known Data limitations and significance (if any):
Actions to address data limitations:

Date of future data quality assessments: Annually
Procedure for data quality assessments:

Plan for Data Analysis, Review & Reporting

Data Analysis: Progress against targets
Presentation of Data:
Review of Data: Annually

Reporting of Data: Annual Reports
Other Notes :

Performance Indicator Values

Year Target Actual Notes

FYI 0 0

FY2 0 0

FY3 60,000 79,649

FY4 150,000 Target was originally set by USAID at 150,000 but the Project expects to reach

200,000 records based on the fact that HIS is going to be rolled out concurrently in
Hebron and Ramallah which was not in the original scope for HIS.

FY5 250,000 Target may be revised if and when the HIS modification to add Al-Makassed Hospital
is signed.
LOP 250,000 The project expects to exceed target set by USAID as HIS implementation expanded

beyond the original contract.
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Performance Indicator Reference Sheet

Focus Area B : Health Information System

Intermediate Result A.2: Enhanced managerial capacity of NGOs to provide quality complementary healthcare services
Indicator Percentage (%) effectiveness of HIS at the facilities that have used the USG-supported Health Information System
No. B2

Indicator Description (Detailed definition)

Precise Definition(s):

Effectiveness of HIS will be measured through a special study conducted at a sample of PHC and SHC facilities implementing the
Project supported Health Information System.

The percentage of effectiveness is going to be calculated as a composite percentage of answers to several questions included in
the survey (survey tool is to be developed during Y4)

Unit of Measure: Percentage

Disaggregated by:

Justification & Management Utility: Reflects the effectiveness of HIS implementation at the targeted facilities.

Plan for Data Acquisition by the Project

Data Source : Special Study /Survey

Data collection Method: Survey

Frequency: Y5

Estimated Cost: medium

Responsible individual at the Project: Component: HIS Officer and M&E Manager and M&E advisor
Data Quality

Date of Initial Data Quality Assessment: 2013

Known Data limitations and significance (if any):

Actions to address data limitations:

Date of future data quality assessments:

Procedure for data quality assessments: Supervision on survey implementation
Plan for Data Analysis, Review & Reporting

Data Analysis: Descriptive
Presentation of Data: tables and charts and narrative
Review of Data:

Reporting of Data: Annual Report
Other Notes :

Performance Indicator Values
Year Target Actual Notes

FYI

FY2

FY3

FY4 Survey methodology to be developed in Y4

FY5 TBD One time measurement to be done in Y5

LOP
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Performance Indicator Reference Sheet

Focus Area C: Primary Health Care

IR C.1 : Strengthened capacity of health institutions to deliver quality clinical services

Indicator No. CI Average score(%) on PHC Quality Assessment Tool
Indicator Description (Detailed definition)
Precise Definition: This indicator will reflect the average score of a sample of PHC clinics using the Quality Assessment Tool.

Quality Assessment Tool: is a unique project scoring tool for quality aspects at PHC clinics that the Project contributes support
to in the form of procurement and on the job coaching and the Champion community approach. The project PHC team will
conduct the scoring before and after their interventions

Quality Assessment Tool attached in Annex D

Unit of Measure: Percentage

Disaggregated by: Geographic location

Justification & Management Uetility: Verifies the effectiveness of quality interventions at the PHC level

Plan for Data Acquisition by the Project

Data Source : PHC Quality Assessment Tool

Data collection Method: An initial assessment will be conducted by the PHC team before beginning the Champion
Community Approach and before starting on the job coaching activities with clinic staff to acquire baseline for the clinics that
the Project is assisting. The assessment will be repeated upon completion of activities at the clinic to document the changes that
have occurred.

Frequency: Starting Y4 — baseline will be acquired for the clinics to be assisted / end-line will be assessed at the completion of
the activities.

Estimated Cost: Low

Responsible individual at the Project: PHC unit and M&E manager

Data Quality

Date of Initial Data Quality Assessment: 2012

Known Data limitations and significance (if any)

Actions to address data limitations:

Date of future data quality assessments:

Procedure for data quality assessments: Tool and results assessment

Plan for Data Analysis, Review & Reporting

Data Analysis: Descriptive / Comparison

Presentation of Data : percentage, narrative

Review of Data: Y5

Reporting of Data: Y4 annual report and Project Final Report

Other Notes :

Performance Indicator Values
Year Target Actual Notes

FY1 -

FY2 -

FY3 -

FY4 25% baseline value established at 25% based on assessment of 4 clinics in Toubas and Salfit

FY5 45% Target is to improve quality at PHC clinics by 20%
LOP 45%
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Performance Indicator Reference Sheet

Focus Area C: Primary Health Care

IR C.2: Community mobilization to strengthen clinic-community linkages to provide effective community based
services
Indicator No. C2: Number of participants in community social mobilization activities

Indicator Description (Detailed definition)

Precise Definition: This indicator counts the number of (non-unique) participants and beneficiaries in “Community health
promotion activities” which refer to activities identified by the community-based organizations through formal and informal
consultation with the health facility and community representative, and designed to improve the quality of life for community
residents, and/or solve particular problems related to health issues. Community activities includes (but limited to) health campaigns,
health education session, distributions of health education material, cleaning campaigns and broadcasting of TV/Radio spots,
produced with the project’s support. “Participants” refers to people taking part in the activity or beneficiaries from the activity which
may also participate and benefit from other activities and therefore they may be counted multiple times in this indicator. It is
important to note that this indicator should not be used as an indicator of a community population.

Unit of Measure: Number.

Disaggregated by: Gender/ Geographic location / Technical area
Justification & Management Uetility: This indicator tracks community mobilization to promote participation in promoting health
and ownership of the local PHC clinic at these communities

Plan for Data Acquisition by the Project

Data Source : CBOs reports

Data collection Method: Individual CBOs submit their monthly reports to the project community team which assembles numbers
for each community by technical area on CBO participants’ internal monthly report which is submitted to the M&E unit.

Frequency : Quarterly

Estimated Cost: Low

Responsible individual at the Project: M&E Coordinator, CBOs Coordinator

Data Quality

Date of Initial Data Quality Assessment: 201 |

Known Data limitations and significance (if any): This indicator reports participants and not unique individuals, therefore
duplication occurs. The source of this data is secondary is the CBOs' reports submitted at the end of each month.

Actions to address data limitations: The M&E team and the project community team conduct field visits and participate in the
CBO:s activities to verify participation of community members in activities. Use of attendance sheets by CBOs is encouraged to track
participants accurately where possible. Pictures of events reflect community participation.

Date of future data quality assessments: Annually

Procedure for data quality assessments: Review CBOs monthly report submitted to M&E by the community team. Spot checks
and field visits to events and activities organized by CBOs.

Plan for Data Analysis, Review & Reporting

Data Analysis: Descriptive. Progress against target.
Presentation of Data: number, graphs, narrative

Review of Data: Quarterly

Reporting of Data: Quarterly and annual progress reports.

Other Notes : Baseline is 0

Performance Indicator Values

Year Target Actual Notes

FYI 0 0

FY2 100,000 163,148 participants and not unique individuals
FY3 500,000 683,957 participants and not unique individuals
FY4 300,000

FY5 100,000

LOP 1,000,000
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Performance Indicator Reference Sheet

Focus Area C: Primary Health Care

IR C.2: Community mobilization to strengthen clinic-community linkages to provide effective community based services

Indicator No. Number of volunteers at communities supporting the implementation of health activities and local health clinic

C3: renovation as part of the Champion Community Approach

Indicator Description (Detailed definition)

Precise Definition: This indicator counts the number of unique individuals who contribute time and effort to support health
activities conducted by the contracted CBOs to support the local MOH PHC clinic at their town or village.

Unit of Measure: Number.

Disaggregated by: Male /[Female

Justification & Management Utility: This indicator reflects community mobilization efforts and how responsive communities
are in supporting clinic renovation and health activities.

Plan for Data Acquisition by the Project

Data Source : CBOs reports / project records

Data collection Method: Records review

Frequency : Annual starting Y4

Estimated Cost: low

Responsible individual at the Project: M&E Coordinator, CBOs Coordinator

Data Quality

Date of Initial Data Quality Assessment:201 |

Known Data limitations and significance (if any): This data comes from a secondary source which is CBOs records.
Verification is necessary

Actions to address data limitations: The Project community representatives will verify the accuracy of the CBOs reports
through field visits to observe the volunteer support in activities conducted by the CBOs.

Date of future data quality assessments: Annually

Procedure for data quality assessments: Records review

Plan for Data Analysis, Review & Reporting

Data Analysis: Descriptive

Presentation of Data : Number and narrative

Review of Data: Annual

Reporting of Data: Annual progress reports.

Other Notes : baseline is 0

Performance Indicator Values

Year Target Actual Notes

FYI

FY2

FY3 396 Up to Y3 based on retroactive records provided by the communities
FY4 450 I5 volunteers x 30 communities

FY5 600 I5 volunteer x 10 communities

LOP 600
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Performance Indicator Reference Sheet

Focus Area C: Primary Health Care
IR C.2: Community mobilization to strengthen clinic-community linkages to provide effective community based services
Indicator No. USD amount leveraged through community members in support of health activities and local clinic

C4: renovations

Indicator Description (Detailed definition)

Precise Definition: Total amount of monetary (or in kind) donation by community members to support the local community
clinic in providing health services and health promotion activities. Local clinic renovations include change in local clinic location,
improvements to clinic exterior and interior, supply of furniture and material needed by the clinic

Unit of Measure: Number.

Disaggregated by:

Justification & Management Utility: This indicator reflects community mobilization efforts and how responsive
communities are in supporting clinic renovation and health activities.

Plan for Data Acquisition by the Project

Data Source : CBOs records / project records

Data collection Method: Records review — Community donations tracking sheets

Frequency : Annually starting Y4

Estimated Cost: Low

Responsible individual at the Project: M&E Coordinator, CBOs Officer

Data Quality

Date of Initial Data Quality Assessment: 2012

Known Data limitations and significance (if any): There is an element of estimation for in-kind assistance provided to
the clinic

Actions to address data limitations: Estimation for material or furniture provided will be estimated at average
market prices for these commodities.

Date of future data quality assessments: Annual

Procedure for data quality assessments: Records review

Plan for Data Analysis, Review & Reporting

Data Analysis: Descriptive

Presentation of Data : Number and narrative

Review of Data: Annual

Reporting of Data: Annual report

Other Notes :

Performance Indicator Values

Year | Target Actual Notes

FYI

FY2

FY3

FY4 60,000 target was based on30 new communities x 2000$/community.

FY5 20,000 target was based on 10 new communities x 2000$/community

LOP | 80,000 LOP value will be reported based on community records collected from all communities
supported if retroactive data collection becomes possible.
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Performance Indicator Reference Sheet

Focus Area C: Primary Health Care

IR: C.3: Strengthened capacity of health institutions to effectively use behavior change communication (BCC)strategies

Indicator No. C5 : Percentage of individuals trained on BCC methodologies who report applying skills/knowledge
acquired through this training

Precise Definition(s): This indicator reflects the percentage of individuals who report applying knowledge and skills learned
through the BCC guide training planned to be conducted in Y4 following the trainings received.

Units of Measure: Percentage

Disaggregated by:

Justification & Management Utility: BCC is not a random method but rather a systematic process. The project will train
health educators on using proper BCC methodologies. This indicator will track the outcome of this training.

PLAN FOR DATA ACQUISITION BY THE PROJECT

Data Collection Method: Phone survey with the trained individual at least 3 months after the training.

Data Source(s): Self reports from trainees

Frequency and Timing of Data Acquisition: Y4 — 3 months after the training to allow trainees to reflect on the
knowledge and skills gained

Estimated Cost of Data Acquisition: Medium.

Responsible Individuals at the Project: M & E unit and PHC team

DATA QUALITY ISSUES

Date of Initial Data Quality Assessment: -

Known Data Limitations and Significance (if any): Implementation of survey methodology and based on self-reports.
Actions Taken or Planned to Address Data Limitations: Participants will be asked to provide examples on the
knowledge gained and skills they are applying

Date of Future Data Quality Assessments: -

Procedures for Future Data Quality Assessments: -

PLAN FOR DATA ANALYSIS, REVIEW, AND REPORTING

Data Analysis: Frequencies

Presentation of Data: Tables and charts.
Review of Data:

Reporting of Data: BCC training outcome report

OTHER NOTES

Notes on Baselines/Targets:

PERFORMANCE INDICATOR VALUES

Year | Target Actual Notes

FYI

FY2

FY3

FY4 60% This value will reflect the outcome of the BCC training on health educators.

FY5
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Performance Indicator Reference Sheet

Focus Area E: Procurement
Intermediate Result E.|: Quality commodities delivered to support all other project activities

Indicator Number of facilities benefiting from USG-funded medical equipment
No. El:

Indicator Description (Detailed definition)
Precise Definition(s): this indicator counts the number of unique MOH and NGO facilities receiving medical equipment
support through the Project
Unit of Measure: Number
Disaggregated by: MOH/NGO
Justification & Management Utility: Tracks procurement support to various PHC and SHC facilities for MOH and
NGOs
Plan for Data Acquisition by the Project
Data Source : Project records/ database

Data collection Method: records review

Frequency : Annual

Estimated Cost: Low

Responsible individual at the Project: Focus Area E representative and M&E coordinator
Data Quality

Date of Initial Data Quality Assessment: 201 |

Known Data limitations and significance (if any):

Actions to address data limitations:
Date of future data quality assessments: 2012

Procedure for data quality assessments: records review
Plan for Data Analysis, Review & Reporting

Data Analysis: Descriptive

Presentation of Data: number

Review of Data: Annual

Reporting of Data: Annual report
Other Notes :

Performance Indicator Values

Year Target Actual Notes
FYI -

FY2 60 100

FY3 70 117

FY4 150

FY5 160

LOP 160
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Performance Indicator Reference Sheet

Focus Area E: Procurement
Intermediate Result E.|: Quality commodities delivered to support all other project activities
Indicator No.
E2:
Indicator Description (Detailed definition)
Precise Definition(s): This indicator tracks the US dollar amount of equipment delivered to its final destination which could
be an MOH or NGO facility. This indicator is disaggregated as follows:

Value (in USD) of procured commodities delivered — disaggregated as followed:

E2.1 Total amount USD of medical disposables/ supplies provided.

E2.2 Total amount USD of pharmaceuticals provided.

E2.3 Total amount USD of medical equipment delivered.

E2.4 Total amount of USD of HIS provided.

E2.5 Total amount of USD of humanitarian assistance/ emergency supplies provided

Unit of Measure: Number
Disaggregated by: MOH/NGO
Justification & Management Utility: Tracks procurement support

Plan for Data Acquisition by the Project
Data Source : Project records

Data collection Method: records review

Frequency : Quarterly

Estimated Cost: Low

Responsible individual at the Project: Focus Area E representative and M&E coordinator
Data Quality

Date of Initial Data Quality Assessment: 2012

Known Data limitations and significance (if any):

Actions to address data limitations:
Date of future data quality assessments: 2012

Procedure for data quality assessments: records review
Plan for Data Analysis, Review & Reporting

Data Analysis: Descriptive

Presentation of Data: number

Review of Data: Annual

Reporting of Data: Annual report
Other Notes :

Performance Indicator Values

Year Target Actual Notes
FYI 0.5 million 172,900 usD
FY2 [7 million 15,625,628 usD
FY3 3 million 4,411,444 usD
FY4 4 million

FY5 2 million

LOP 26.5 million
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ANNEX C: LIST OF REFORM PROCESSES AND PRODUCTS TO BE
INSTITUTIONALIZED AT THE MOH BY FOCUS AREA



Focus Area

Name of product /process to be institutionalized

at MOH

Guidelines for Medical equipment donations

Project role:

(support /
develop)

Support
development

Objective

(adoption, endorsement,
implementation, hand-over
etc.)

Adopted and
implemented by MOH

Targeted MOH
department

Biomedical engineering
unit

Evidence of institutionalization

Printed with MOH logo

Medical devices registration guidelines

Support

Adopted by MOH

Pharmaceutical department

Printed with MOH logo

Methodology for costing health services in Rafidia

Support and

Adopted and used as a

Departments of finance,

Printed with MOH logo

develop reference by MOH planning, referral and
health insurance
System for visiting professionals Develop Adopted and utilized by International cooperation Database for visiting professionals
MOH unit established at International Cooperation
Unit
Tracking system for MOH staff trainees and Develop Training Resource Continuous education Training Resource Center established
trainers center managed and department (proposed to be at Ibn Sina). Training
operated by MOH database established with training history
of MOH trainees and training manuals and
guides
B HIS Desktop user guides, Forms Support Adopted and Hospitals and PHC HIS Desktop user guides and forms
implemented by MOH Directorates available at facilities implementing HIS
Performance Improvement Training manual Develop Adopted and PHC department and Training manual incorporated in the
implemented (the directorates Training Resource Center database
supportive supervision
approach) by MOH
C Essential Package of services Develop Adopted and PHC department and Printed with MOH logo and circulated to
implemented by MOH directorates all clinics and uploaded to the MOH
website
Standards of care Develop Adopted and PHC department and Printed with MOH logo and circulated to

implemented by MOH

directorates

all clinics and uploaded to the MOH
website




Focus Area

Name of product /process to be institutionalized

at MOH

Project role:

(support /
develop)

Objective

(adoption, endorsement,
implementation, hand-over
etc.)

Targeted MOH
department

Evidence of institutionalization

IPC protocols Revise Adopted and PHC department and Printed with MOH logo and circulated to

implemented by MOH directorates all clinics and uploaded to the MOH
website

Ist aid training guide Develop Adopted and by MOH PHC department and Training guide incorporated in the
implemented directorates Training Resource Center database

BCC training guide Develop Adopted and HEPD and PHC Training guide incorporated in the
implemented by MOH directorates Training Resource Center database

Champion community approach Develop Handed over to the PHC department and Proof of handover — letter from PHC
MOH directorates department

Nutrition related NCDs guidelines Develop Handed over to the PHC department and Proof of handover — letter from PHC
MOH directorates department

PHC approach Develop Handed over to the PHC department and Proof of handover — letter from PHC
MOH directorates department

On the Job Coaching approach Develop Handed over to the PHC department and Proof of handover — letter from PHC
MOH directorates department

Health Facility assessment Develop Handed over to the PHC department and Proof of handover — letter from PHC
MOH directorates department

Technical checklists Develop Handed over to the PHC department and Proof of handover — letter from PHC
MOH directorates department

Curriculum for EM Residency program Modify and | PMCouncil Hospitals Directorate + | Final Curriculum accredited by PMC

finalize requirement PMCouncil (obtain letter of accreditation from
thereafter MOH takes PMC)
D over implementation
Emergency Care Clinical Protocols Develop Approved by minister, | Emergency Division Printed with MOH logo and circulated

and utilized in ED

(ED)/ Hospitals




Focus Area | Name of product /process to be institutionalized Project role: Objective Targeted MOH Evidence of institutionalization
at MOH department
(support / (adoption, endorsement,
develop) implementation, hand-over
etc.)
Nursing Standards Develop Submitted to Nursing | Nursing
Department (ND).
Endorsed and
implemented by ND
. . Develop : . . . .
Infection Prevention and Control Manual Endorsed and Nursing and Quality Printed with MOH logo and circulated
(SHC) implement departments, Hospitals
. . S Develop .. . .
National Dietary Based Guidelines Endorsed Nutrition Department Printed with MOH logo and
circulated
. Develop ;
National Emergency Preparedness Endorsed EMS Directorate/ Letter of endorsement from the
Framework Minister Office Minister of Health.
Preventive Maintenance scheduling and Develop + | Adopted by MOH and | Biomedical Engineering Preventive Maintenance clauses
implementation Support added as a Unit (BEU) included in MOH tenders for
requirement in MOH equipment
E tenders for relevant
equipment
Policies and procedures for the proposed Support Adopted BEU Pending the establishment of the test

Biomedical Equipment Test Lab

lab.




ANNEX D: PHC QUALITY ASSESSMENT TOOL



Quality Improvement in Primary Healthcare Clinics

Introduction
This Quality Improvement Tool uses interviews, observations and record reviews at Primary Health Care facilities. Complete all sections following the instructions for assessment provided
on page 2. After completing the tool, please have an exit interview with the Facility-in-Charge and provide them with a copy of this assessment.

A. Interview with Health Facility-in-Charge

Score | P
Al During the past 12 1. 4
months, what new 2. 3
services were added? 3. 3 10
A2 During the past 6 months | NONe .....cccocevveriinecniceerciene. 0 B9 Proportion of staff Per EPS or more .................... 6
who has provided on-the- | SUPErvisor .........cccceoverennne 6 present today Less than EPS ........... ........... 4 10
job coaching? Anybody Project Staff ......ccceeveeenene. 3 B10 | Time to receive service <15 MINS.ceiceirrireee e rereeenes 10
else? Other 1 10 during 9 —11a.m. 15-30 MINS cceeerereieeireeeciene 7
TOTAL 20 30-45 MINS .ovveevrerirerirereeenns 4
A5 4 e 0 10
B. General Observation B11 | Laboratory services Available as per EPS.............. 5
Score | P Ssame dday resuI;ct ........ = db 3
B1 Operating Hours of clinic | Sign Posted ...........ccceeeennns 1 ame ay resuft received by
. patient........ccccevviviiniiiiiiinne 2 10
(from signage) Staff at posted hours .......... 4 5 — -
— - B12 | Storage conditions in Clean.... e 3
B2 Clinic is accessible to Near Road......ccccevvrverennnnen. 5 .
. . pharmacy Organized ......coceeeeeveveenennn. 2
patients Public Transport ................. 3 Ventilated )
Accesible to disabled ...........2 10 o S
- No expired medicines on
B3 External cleanliness No garbage......ccoeevevvereennne 6 shelf 3 10
around front of clinic Clean doors/windows ........ 4 10 —
- B13 | Refrigerator for Temperature........cccceveeeneee. 6
B4 Internal cleanliness of No garbage......ccoeevevvveennne 6 o . .
. . . medicines in pharmacy Organized ......ccceeeveeveveveeeenen. 2
patient waiting area Trash can available................ 2
. ) Externally clean .................. 2
Plastic bags in trash can ...... 2 10 10
B5 Toilet for patient use Clean......... o 4 B14 | Equipment per EPS
Water available ..................... 2 . . . .
. available in working 1 -3 not working................. 7
Soap available .........ccceueeeuene 2 .\ .
; condition 4 — 6 not working................. 4
Paper Towel available........ 2 10 .
BG BCC material f th N 0 6 + not working...........c....... 0 10
; materiatirom the on.e """"""""""""""""""" B15 | Sterilization in treatment | Sterilization process posted
Project Available......ccooovvveevinieenne, 5 5
— room onNWall coovivevieiie e, 3
B7 All BCC material display NONE .o 0 . .
. Sterilized equipment
Patient readable.................. 5 .
. ] available .......covuieeeciinn, 3
Patient accessible ............... 5 5 . .
P il Sharps container available.. 3
B8 Staffing at facility Per EPS or more .....ccccceveuee. 6 No recapped needles ... 1 10
Less than EPS ...... ccccceveeenee. 4 10




Maintenance Stickers on

40
E. Review of Patient Records
Patient Score
3

El Patient history 25

recorded
E2 Physical examination 25
E3 Diagnosis and ICD10 25

code recorded
E4 Management and 25

treatment per

guideline
E5 Level of compliance of 25

entire process to

standard protocol

TOTAL 125

B16 | Privacy in treatment Auditory privacy ......ce....... 5
room Visual Privacy ......cccceeeeeeene. 5 10
B17 | Examination room/s Sink available & functional .3
Soap available ..., 2
Paper towel .......ccceeeveeuinennne 2
Disposable paper sheets on
examination couch ............... 3 10
B18 | Availability of job aids, Available ......cooveveveceinns 4
guidelines, protocols Reachable /easily used ......6 10
TOTAL 165
C. Observation of Patient-Provider Interaction
Patient Score | P
1 2 3
C1 Doctor explained treatment 30
Cc2 Doctor listened to patient 30
Cc3 Prescription drug use and care 30
c4 Preventive counselling (diet;
smoking; exercise; drugs) 30
C5 Use of Behavior Change
Communication materials 30
TOTAL 150
D. Record Review
Score | P
D1 | From Community Activities NONE .ottt 0
Register 13 e, 4
Community activities during e T 7
past 12 months. 7 Or MOFE coveeeeceeeeerveennns 10 10
D2 | From Communty Clinic Board | None .....cccoeeeveveieeeeennne 0
(CCB) Register Number of 1-3 e, 4
CCB meetings in past 12 A =6 e 7
months 7 OF MOTE ..oveeeevvrreeenns 10 10
D3 | From Equipment Register NONE ..veee e e 0
Equipment provided by the 1. 4
Project 2. 3
3. 3 10
D4 | Maintenance records Euipment maintaince 10

schedule available .............. 5

(Random within last 12 months)




Instructions:
General: This tool requires familiarity with the Essential Package of Services as
outlined in the Package of Essential Primary Care Services, Primary Health Care
and Public Health Directorate, Ministry of Health, Palestine Authority,
September 2009.
Data Collection: Interviews; Observations; and Records Review. For Observations
of Patient-Provider Interaction, randomly select three patients and observe their
interaction with provider. For Review of Patient Records, randomly select five
patient records and complete the review.
Scoring:
e Only single response for B8, B9, B10, B11, B14, D2 and D3. All other
guestions have multiple responses.
e For Observation of Patient-Provider Interaction, each domain for each
patient is scored on a scale of 1-10
e For Review of Patient Records, each domain for each patient is scored
on a scale of 1-5

SCORE
A B C D E Total
Score (a)
Possible Score (P) 20 165 150 40 125
Score / Possible Score (a/P)
Score Multiplier (b) 0.1 0.2 0.4 0.1 0.2
(a/P) X Score Multiplier (a/P X b)

Facility Date
Town Facility-In-Charge
Governorate Assessor

" 0p.S: Operational Standard Indicator / M: Management Indicator



